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ﻧﻈﺮﻳﻪ ﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻭ ﻧﻘﺶ ﺁﻥ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﺍﺭﺍﺋﻪ ﻱ
ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺩﺭ ﺍﻳﺮﺍﻥ؛ 58-3831
ﺻﻤﺪ ﺭﻭﺣﺎﻧﻲ1 / ﻣﺎﺭﻳﺎ ﺭﻣﻀﺎﻥ ﻧﻴﺎ2
ﭼﻜﻴﺪﻩ
ﻣﻘﺪﻣﻪ: ﺍﻟﮕﻮﻱ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻃﻴﻒ ﮔﺴﺘﺮﺩﻩ ﺍﻱ ﺳﺖ ﺍﺯ ﺣﺎﻟﺖ ﻛﺎﻣًﻼ ﺩﻭﻟﺘﻲ ﺗﺎ ﻛﺎﻣًﻼ ﺧﺼﻮﺻﻲ؛ ﻭﻟﻲ ﻣﺘﺨﺼﺼﺎﻥ 
ﻣﻌﺘﻘﺪﻧﺪ ﻛﻪ ﻫﻢ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﻣﻄﻠﻖ ﻭ ﻫﻢ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺻﺮﻑ ﺩﺭ ﺗﺄﻣﻴﻦ ﻭ ﺗﺪﺍﺭﻙ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺑﺎ ﺷﻜﺴﺖ ﻣﻮﺍﺟﻪ ﺍﺳﺖ. 
ﺍﺳﺘﻔﺎﺩﻩ ﺗﻮﺍﻡ ﺍﺯ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ ﺑﻪ ﻣﻨﻈﻮﺭ ﺭﻓﻊ ﻧﻘﺎﻁ ﺿﻌﻒ ﻳﻜﺪﻳﮕﺮ ﻭ ﺗﻜﻤﻴﻞ ﺗﻮﺍﻥ ﻫﺎﻱ ﻣﺘﻘﺎﺑﻞ ﺑﻪ ﻋﻨﻮﺍﻥ ﺭﺍﻫﻜﺎﺭﺟﺎﻧﺸﻴﻦ 
ﻣﻄﺮﺡ ﺷﺪﻩ ﺍﺳﺖ. ﻧﻈﺮﻳﻪ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻛﺎﺭﺑﺮﺩ ﮔﺴﺘﺮﺩﻩ ﺍﻱ ﺩﺭ ﺑﺨﺶ ﻫﺎﻱ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﻭ ﺍﺯ ﺟﻤﻠﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﺩﺍﺭﺩ. ﻫﺪﻑ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺑﺮﺭﺳﻲ ﻭ ﺍﻋﻼﻡ ﻧﺘﺎﻳﺞ ﺣﺎﺻﻞ ﺍﺯ ﺍﺻﻼﺣﺎﺕ ﺩﺭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺍﺳﺘﺎﻥ ﺁﺫﺭﺑﺎﻳﺠﺎﻥ 
ﺷﺮﻗﻲ ﺍﺳﺖ ﻛﻪ ﺍﻭﻟﻴﻦ ﺗﺠﺮﺑﻪ ﺩﺭ ﻧﻮﻉ ﺧﻮﺩ ﺩﺭ ﻛﺸﻮﺭ ﺍﻳﺮﺍﻥ ﺑﻮﺩﻩ ﺍﺳﺖ، ﻭ ﺗﻐﻴﻴﺮ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﺍﻳﻦ ﻣﺮﺍﻛﺰ ﺭﺍﻫﻢ ﺑﺎ ﻣﺮﺍﻛﺰ ﻣﺸﺎﺑﻪ ﺩﻭﻟﺘﻲ 
ﻣﻘﺎﻳﺴﻪ ﻣﻲ ﻛﻨﺪ.
ﺭﻭﺵ ﺑﺮﺭﺳﻲ: ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺍﺯ ﻧﻮﻉ ﺷﺒﻪ ﺗﺠﺮﺑﻲ ﺳﺖ ﻛﻪ ﮔﺮﻭﻫﻲ ﺍﺯ ﻣﺮﺍﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺭﺍ ﺑﺎ ﻣﺮﺍﻛﺰﺑﻪ ﻧﺴﺒﺖ ﻣﺸﺎﺑﻪ ﺩﻭﻟﺘﻲ ﻣﻘﺎﻳﺴﻪ 
ﻛﺮﺩﻩ، ﻭ ﺑﻪ ﺑﺮﺭﺳﻲ ﺗﻐﻴﻴﺮ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﺁﻧﻬﺎ ﭘﺮﺩﺍﺧﺘﻪ ﺍﺳﺖ. ﺑﺮﺍﻱ ﺟﻤﻊ ﺁﻭﺭﻱ ﺍﻃﻼﻋﺎﺕ ﺍﺯ ﭼﻚ ﻟﻴﺴﺖ ﻭ ﭘﺮﺳﺸﻨﺎﻣﻪ ﺍﺳﺘﻔﺎﺩﻩ ﺷﺪﻩ ﺍﺳﺖ. 
ﻳﺎﻓﺘﻪ ﻫﺎﻱ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﻣﺒﺘﻨﻲ ﺑﺮ ﺍﻃﻼﻋﺎﺕ ﻣﻮﺟﻮﺩ ﺩﺭ ﻭﺍﺣﺪﻫﺎﻱ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ؛ ﻭ ﺍﺯ ﺁﻣﺎﺭ ﺗﻮﺻﻴﻔﻲ ﻭ ﺗﺤﻠﻴﻠﻲ ﺟﻬﺖ ﺍﺭﺍﺋﻪ ﺩﺍﺩﻩ ﻫﺎ ﺍﺳﺘﻔﺎﺩﻩ 
ﺷﺪﻩ ﺍﺳﺖ.
ﻳﺎﻓﺘﻪ ﻫﺎ: ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﻧﺸﺎﻥ ﺩﺍﺩ ﻛﻪ ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻣﺮﺍﻛﺰ ﻣﺸﺎﺑﻪ ﺩﻭﻟﺘﻲ ﺗﻮﺍﻧﺴﺘﻪ ﺍﻧﺪ ﺩﺭ ﺗﺄﻣﻴﻦ ﺑﺴﺘﻪ 
ﺧﺪﻣﺎﺕ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﻭ ﻳﻜﺴﺎﻥ ﺑﺮﺍﻱ ﺟﻤﻌﻴﺖ ﻣﻌﻴﻦ ﺗﺤﺖ ﭘﻮﺷﺶ ﺧﻮﺩ ﻣﻮﻓﻖ ﺗﺮ ﻋﻤﻞ ﻛﻨﻨﺪ، ﺑﻪ ﮔﻮﻧﻪ ﺍﻱ ﻛﻪ ﺑﻬﺒﻮﺩ ﻛﺎﺭﺍﻳﻲ ﺭﺍ ﻫﻢ ﺍﺯ ﻃﺮﻳﻖ 
ﺑﻪ ﻛﺎﺭﮔﻴﺮﻱ ﺩﺍﺩﻩ ﻫﺎﻱ ﻛﻤﺘﺮ ﻭﻫﻢ ﺍﺯ ﻃﺮﻳﻖ ﺗﻮﻟﻴﺪ ﺑﺎﺯﺩﺍﺩﻩ ﻫﺎﻱ ﺑﻴﺸﺘﺮ ﺩﺭ ﺗﺪﺍﺭﻙ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺍﻓﺰﺍﻳﺶ ﺩﻫﻨﺪ. ﺩﻭﻟﺖ ﺗﻮﺍﻧﺴﺘﻪ 
ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺭﺍ ﺍﺯ ﻃﺮﻳﻖ ﺗﻨﻈﻴﻢ ﻗﺮﺍﺭﺩﺍﺩ ﺑﺎ ﺑﺨﺶ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺑﺎﻫﺰﻳﻨﻪ ﺍﻱ ﺣﺪﻭﺩ ﻳﻚ ﺳﻮﻡ ﻫﺰﻳﻨﻪ ﻣﺮﺍﻛﺰ ﺩﻭﻟﺘﻲ ﻓﺮﺍﻫﻢ ﻛﻨﺪ.
ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ: ﺑﺨﺶ ﻏﻴﺮﺩﻭﻟﺘﻲ ﻃﺮﻑ ﻗﺮﺍﺭ ﺩﺍﺩ ﺑﺎ ﺩﻭﻟﺖ ﺗﻮﺍﻧﺴﺘﻪ ﺍﺳﺖ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻭﺍﺣﺪﻫﺎﻱ ﻣﺸﺎﺑﻪ ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ، ﺑﺴﺘﻪ ﺧﺪﻣﺖ 
ﺑﻬﺪﺍﺷﺘﻲ ﻣﺸﺎﺑﻬﻲ ﺭﺍ ﺗﺤﺖ ﻧﻈﺎﺭﺕ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻫﻢ ﺑﺎ ﻣﻨﺎﺑﻊ ﻛﻤﺘﺮ )ﺍﺯ ﻧﻈﺮ ﻫﺰﻳﻨﻪ ﻭ ﻣﻘﺪﺍﺭ ﻣﻨﺎﺑﻊ ﻣﺼﺮﻑ ﺷﺪﻩ ﺑﺮ ﺣﺴﺐ ﺟﻤﻌﻴﺖ ﺗﺤﺖ 
ﭘﻮﺷﺶ ﻭ ﻭﺍﺣﺪ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺖ( ﻭ ﻫﻢ ﺑﺎ ﺗﻮﻟﻴﺪ ﺑﻴﺸﺘﺮ ﺑﺮ ﻣﺒﻨﺎﻱ ﻭﺍﺣﺪ ﻣﻨﺎﺑﻊ ﻣﺼﺮﻑ ﺷﺪﻩ ﺍﺭﺍﺋﻪ ﻧﻤﺎﻳﺪ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺷﻜﺴﺖ ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ ﺩﺭ ﺗﺪﺍﺭﻙ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ، ﻭ ﺷﻜﺴﺖ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺻﺮﻑ ﺩﺭ ﺗﺄﻣﻴﻦ ﻭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ؛ﺗﻨﻈﻴﻢ ﻗﺮﺍﺭﺩﺍﺩ ﻭ ﺑﻬﺮﻩ ﮔﻴﺮﻱ ﺍﺯ 
ﻣﺸﺎﺭﻛﺖ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺑﻪ ﻋﻨﻮﺍﻥ ﺭﺍﻩ ﺳﻮﻡ ﺩﺭ ﺑﺎﺯﺍﺭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺍﻳﺮﺍﻥ ﻣﻲ ﺗﻮﺍﻧﺪ ﺳﺒﺐ ﺑﻬﺒﻮﺩ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﻭ ﺍﺳﺘﻔﺎﺩﻩ 
ﺑﻬﺘﺮ ﺍﺯ ﻣﻨﺎﺑﻊ ﺑﺴﻴﺎﺭ ﻣﺤﺪﻭﺩ ﺑﻬﺪﺍﺷﺘﻲ ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ ﻛﺸﻮﺭ ﺩﺭ ﺗﻮﺳﻌﻪ ﺑﻬﺪﺍﺷﺖ ﻣﻠﻲ ﺷﻮﺩ.
ﻛﻠﻴﺪ ﻭﺍژﻩ ﻫﺎ: ﻧﻈﺮﻳﻪ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ، ﻛﺎﺭﺍﻳﻲ، ﺍﺭﺍﺋﻪ ﻱ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ
• ﻭﺻﻮﻝ ﻣﻘﺎﻟﻪ: 92/8/78 • ﺍﺻﻼﺡ ﻧﻬﺎﻳﻲ: 31/11/78 • ﭘﺬﻳﺮﺵ ﻧﻬﺎﻳﻲ: 03/1/88
ﺍﺳﺘﺎﺩﻳﺎﺭ ﮔﺮﻭﻩ ﺑﻬﺪﺍﺷﺖ ﻋﻤﻮﻣﻲ، ﺩﺍﻧﺸﻜﺪﻩ ﺑﻬﺪﺍﺷﺖ، ﺩﺍﻧﺸﮕﺎﻩ ﻋﻠﻮﻡ ﭘﺰﺷﻜﻲ ﻣﺎﺯﻧﺪﺭﺍﻥ؛ ﻧﻮﻳﺴﻨﺪﻩ ﻣﺴﺌﻮﻝ )moc.oohay@584rs. 1 (
. 2 ﺍﻡ. ﺑﻲ. ﺍِﻱ. ﺩﺭ ﺑﻬﺪﺍﺷﺖ، ﺟﻤﻌﻴﺖ ﻭ ﺗﻐﺬﻳﻪ ﺍﺯ ﻣﺮﻛﺰ ﻣﺪﻳﺮﻳﺖ ﻭ ﺑﺮﻧﺎﻣﻪ ﺭﻳﺰﻱ ﺑﻬﺪﺍﺷﺘﻲ، ﺩﺍﻧﺸﮕﺎﻩ ﻛﻴﻞ ﺍﻧﮕﻠﺴﺘﺎﻥ
ﻓﺼﻠﻨﺎﻣﻪ ﻋﻠﻤﻲ ـ ﭘﮋﻭﻫﺸﻲ ﻣﺪﻳﺮﻳﺖ ﺳﻼﻣﺖ
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ﻣﻘﺪﻣﻪ
ﻧﻘﺶ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ ﺩﺭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺩﻧﻴﺎ ﺩﺍﺭﺍﻱ ﺍﻟﮕﻮﻫﺎﻱ ﻣﺘﻔﺎﻭﺗﻲ 
ﻣﻲ ﺑﺎﺷﺪ.  ﻋﻤﺪﺗًﺎ  ﺳﻴﺴﺘﻢ ﻫﺎﻱ  ﺍﺭﺍﺋﻪ  ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ  ﻭ 
ﺩﺭﻣﺎﻧﻲ  ﻣﻤﻜﻦ  ﺍﺳﺖ  ﻛﺎﻣًﻼ  ﺩﻭﻟﺘﻲ،  ﻛﺎﻣًﻼ  ﺧﺼﻮﺻﻲ،  ﻭ 
ﻳﺎ ﺗﺮﻛﻴﺒﻲ ﺍﺯ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ ﺑﺎﺷﻨﺪ. ﻋﻠﻲ ﺭﻏﻢ 
ﻛﺎﺭﺍﻳﻲ ﺑﺎﻻﻱ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺩﺭ ﺗﻮﻟﻴﺪ ﻛﺎﻻ ﻭ ﺧﺪﻣﺎﺕ، 
ﺍﻳﻦ  ﺑﺨﺶ  ﺑﺎ ﺷﻜﺴﺖ  ﺑﺎﺯﺍﺭ  ﺩﺭ  ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ 
ﻣﻮﺍﺟﻪ ﻣﻲ ﺑﺎﺷﺪ ﻛﻪ ﻋﻤﺪﺗًﺎ ﺑﻪ ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﺧﺎﺹ ﺧﺪﻣﺎﺕ 
ﺑﻬﺪﺍﺷﺘﻲ ﻧﺴﺒﺖ ﺩﺍﺩﻩ ﻣﻲ ﺷﻮﺩ. ﺍﺯ ﻃﺮﻑ ﺩﻳﮕﺮ ﺑﺨﺶ ﺩﻭﻟﺘﻲ 
ﻧﻴﺰ ﺍﮔﺮ ﭼﻪ ﺩﺍﺭﺍﻱ ﭘﺘﺎﻧﺴﻴﻞ ﻻﺯﻡ ﺑﺮﺍﻱ ﺗﻮﺳﻌﻪ ﻋﺪﺍﻟﺖ ﺩﺭ 
ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺑﻪ ﻋﻨﻮﺍﻥ ﻳﻚ ﺣﻖ ﺑﺮﺍﻱ 
ﺁﺣﺎﺩ ﺟﺎﻣﻌﻪ ﻣﻲ ﺑﺎﺷﺪ، ﺑﻪ ﺩﻟﻴﻞ ﻋﺪﻡ ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﻻﺯﻡ 
ﺩﺭ ﺍﻏﻠﺐ ﺑﺨﺶ ﻫﺎ ﺍﺯ ﺟﻤﻠﻪ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﺑﺎ ﺷﻜﺴﺖ ﺩﺭ 
ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ ﻣﻮﺭﺩ ﻧﻴﺎﺯ ﻣﺮﺩﻡ ﺭﻭﺑﺮﻭ ﺍﺳﺖ.]2،1[ ﻋﻼﻭﻩ 
ﺑﺮ ﻣﻮﺍﺭﺩ ﻣﺬﻛﻮﺭ ﺍﻃﻼﻋﺎﺕ ﻣﻮﺟﻮﺩ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ ﻛﻪ ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ ﺩﺭ ﺍﻏﻠﺐ ﻛﺸﻮﺭﻫﺎﻱ ﺩﻧﻴﺎ ﻭ ﺑﻪ ﻭﻳﮋﻩ ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ 
ﺩﺭ ﺣﺎﻝ ﺗﻮﺳﻌﻪ ﻭ ﺍﺯ ﺟﻤﻠﻪ ﺍﻳﺮﺍﻥ ﺑﻴﺶ ﺍﺯ 05ﺩﺭﺻﺪ ﺍﺯ ﻛﻞ 
ﻣﻨﺎﺑﻊ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﺭﺍ ﺩﺭ ﺍﺧﺘﻴﺎﺭ ﺩﺍﺭﺩ.]4،3[ ﺍﻳﻦ ﺩﺭ ﺣﺎﻟﻲ 
ﺍﺳﺖ ﻛﻪ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺑﻪ ﻋﻨﻮﺍﻥ ﺗﻨﻬﺎ ﺭﻛﻨﻲ ﻛﻪ ﻣﺴﺌﻮﻟﻴﺖ 
ﻣﺴﺘﻘﻴﻢ  ﺗﺄﻣﻴﻦ ﺳﻼﻣﺖ ﺁﺣﺎﺩ ﺟﺎﻣﻌﻪ  ﺭﺍ  ﺍﺯ ﻃﺮﻳﻖ ﺗﺪﺍﺭﻙ 
ﻣﺴﺘﻘﻴﻢ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻭ ﻳﺎ ﻧﻈﺎﺭﺕ ﺑﺮ ﺗﺄﻣﻴﻦ 
ﺁﻥ ﺍﺯ ﻃﺮﻳﻖ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺑﻌﻬﺪﻩ ﺩﺍﺭﺩ، ﻫﻢ ﺩﭼﺎﺭ ﻛﻤﺒﻮﺩ 
ﺷﺪﻳﺪ ﻣﻨﺎﺑﻊ ﺩﺭ ﺗﺄﻣﻴﻦ ﻭ ﺗﻮﺳﻌﻪ ﺳﻴﺎﺳﺖ ﻫﺎﻱ ﻣﻠﻲ ﺑﻬﺪﺍﺷﺖ 
ﻣﻮﺍﺟﻪ ﺑﻮﺩﻩ ﻭ ﻫﻢ ﻓﺎﻗﺪ ﻣﻜﺎﻧﻴﺰﻡ ﻛﺎﺭﺁﻣﺪ ﻭ ﻣﺆﺛﺮ ﺩﺭ ﻧﻈﺎﺭﺕ ﺑﺮ 
ﻋﻤﻠﻜﺮﺩ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﻭ ﭼﮕﻮﻧﮕﻲ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺍﻳﻦ ﻣﻨﺎﺑﻊ 
ﻋﻈﻴﻢ ﺩﺭ ﺭﺍﺳﺘﺎﻱ ﺳﻴﺎﺳﺖ ﻫﺎﻱ ﻣﻠﻲ ﺑﻬﺪﺍﺷﺖ ﻣﻲ ﺑﺎﺷﺪ.]5[
ﺍﻳﻦ ﻭﺍﻗﻌﻴﺎﺕ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ ﻛﻪ ﻫﺮﻛﺪﺍﻡ ﺍﺯ ﺍﻳﻦ ﺩﻭ ﺑﺨﺶ 
ﺑﻪ ﺗﻨﻬﺎﻳﻲ ﻗﺎﺩﺭ ﺑﻪ ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺟﻤﻌﻴﺖ 
ﻧﺒﻮﺩﻩ ﻛﻪ ﺯﻣﻴﻨﻪ ﺭﺍ ﺑﺮﺍﻱ ﭘﻴﺪﺍﻳﺶ ﻧﻈﺮﻳﻪ ﻫﺎﻳﻲ ﺑﻪ ﻋﻨﻮﺍﻥ ﺭﺍﻩ ﺳﻮﻡ 
)yaW driTh( ﻛﻪ ﺗﺄﻛﻴﺪ ﺑﺮ ﻣﺸﺎﺭﻛﺖ ﺗﻮﺍﻡ ﻫﺮ ﺩﻭ ﺑﺨﺶ ﺩﺍﺭﺩ 
ﺭﺍ ﻓﺮﺍﻫﻢ ﻧﻤﻮﺩﻩ ﺍﺳﺖ. ﻳﻜﻲ ﺍﺯ ﺍﻳﻦ ﻧﻈﺮﻳﻪ ﻫﺎ ﺗﺌﻮﺭﻱ ﻣﺪﻳﺮﻳﺖ 
ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ )tnemeganaM cilbuP weN( )MPN( ﺍﺳﺖ. 
]7،6[
ﻃﺮﺍﺣﻲ  ﻣﺠﺪﺩ  ﺳﺎﺯﻣﺎﻥ ﻫﺎ  )gnireenigne-eR(  ﺍﺯ 
ﻃﺮﻳﻖ ﺍﻳﺠﺎﺩ ﺍﺭﺗﺒﺎﻁ ﺑﻴﻦ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺑﺨﺶ ﺧﺼﻮﺻﻲ 
ﻭ ﺍﻳﺠﺎﺩ ﻳﻚ ﻭﺿﻌﻴﺖ ﻓﺎﺯﻱ ﻳﺎ ﻫﻴﺒﺮﻳﺪ]8[ ﺗﻀﻤﻴﻦ ﻭ ﺗﺄﻣﻴﻦ 
ﺧﻮﺩﮔﺮﺩﺍﻧﻲ  ﻭ  ﺍﺳﺘﻘﻼﻝ  ﺑﻴﺸﺘﺮ  ﺑﺮﺍﻱ  ﻭﺍﺣﺪﻫﺎ  ﻭ  ﻛﺎﺭﻛﻨﺎﻥ 
ﺩﻭﻟﺘﻲ ﻭ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﻣﻜﺎﻧﻴﺰﻡ ﻫﺎﻱ ﺑﺎﺯﺍﺭ ﺑﺮﺍﻱ ﺍﺭﺗﻘﺎء ﺭﻗﺎﺑﺖ 
ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ، ﺍﺯ ﺿﺮﻭﺭﻳﺎﺕ ﺩﻛﺘﺮﻳﻦ MPN ﻫﺴﺘﻨﺪ.]9[
ﺗﺌﻮﺭﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻛﻪ ﻳﻜﻲ ﺍﺯ ﺭﺍﻫﻜﺎﺭﻫﺎﻱ 
ﺑﻬﺒﻮﺩ ﻛﺎﺭﺍﻳﻲ ﻭ ﺍﺳﺘﻔﺎﺩﻩ ﻣﻄﻠﻮﺏ ﺗﺮ ﺩﺭ ﻣﻨﺎﺑﻊ ﺳﺎﺯﻣﺎﻥ ﻫﺎﻱ 
ﺍﺭﺍﺋﻪ  ﺧﺪﻣﺎﺕ  ﻣﻲ ﺑﺎﺷﺪ،  ﺩﺍﺭﺍﻱ  ﻛﺎﺭﺑﺮﺩ  ﮔﺴﺘﺮﺩﻩ ﺍﻱ  ﺩﺭ 
ﺑﺨﺶ ﻫﺎﻳﻲ ﭼﻮﻥ  ﺍﻗﺘﺼﺎﺩ،  ﻣﺪﻳﺮﻳﺖ،  ﺗﺠﺎﺭﺕ، ﺑﺨﺶ ﻫﺎﻱ 
ﻋﻤﻮﻣﻲ ﻭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﻫﻤﭽﻮﻥ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﻣﻲ ﺑﺎﺷﺪ.
]01[ ﺍﻳﻦ ﺗﺌﻮﺭﻱ ﺗﺄﻛﻴﺪ ﺑﺮ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻣﻜﺎﻧﻴﺰﻡ ﻭ ﻛﺎﺭﺍﺋﻲ ﺑﺎﺯﺍﺭ 
ﺩﺭ  ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺩﺭ ﺭﺍﺳﺘﺎﻱ ﺳﻴﺎﺳﺖ ﻫﺎﻱ ﺑﺨﺶ ﺩﻭﻟﺘﻲ 
ﺩﺍﺷﺘﻪ ﻭ ﺗﻮﺻﻴﻪ ﺑﺮ ﺭﻭﺵ ﻫﺎﻱ ﭘﺮﺩﺍﺧﺖ ﻣﺒﺘﻨﻲ ﺑﺮ ﻋﻤﻠﻜﺮﺩ 
ﻛﺎﺭﻛﻨﺎﻥ ﺩﺭ ﻗﺎﻟﺐ ﻣﻜﺎﻧﻴﺰﻡ ﻫﺎﻱ ﺷﻔﺎﻑ ﻭ ﺑﺮ ﺍﺳﺎﺱ ﺗﻨﻈﻴﻢ 
ﻗﺮﺍﺭﺩﺍﺩ ﺭﺍ ﺩﺍﺭﺩ. ﺍﻳﻦ ﺗﺌﻮﺭﻱ ﺩﺭ ﻭﺍﻗﻊ ﻳﻚ ﺣﺎﻟﺖ ﻫﻴﺒﺮﻳﺪ 
ﻳﺎ ﺑﻴﻨﺎﺑﻴﻨﻲ ﺍﺯ ﺣﺎﻟﺖ ﻫﺎﻱ ﺑﺎﺯﺍﺭ ﻳﺎ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﻣﻄﻠﻖ ﻭ 
ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺻﺮﻑ ﺑﻮﺩﻩ ﻭ ﺑﺮ ﻣﺸﺎﺭﻛﺖ ﺍﻳﻦ ﺩﻭ ﺑﺨﺶ ﺑﻪ 
ﻣﻨﻈﻮﺭ ﺣﻔﻆ ﻣﺰﺍﻳﺎﻱ ﻫﺮﻳﻚ ﺍﺯ ﺍﻳﻦ ﺩﻭ ﺍﺭﻛﺎﻥ ﻭ ﺍﺟﺘﻨﺎﺏ ﺍﺯ 
ﻣﻌﺎﻳﺐ ﺁﻧﻬﺎ ﺗﺄﻛﻴﺪ ﺩﺍﺭﺩ.]11-9[
ﺩﺭ ﺷﺮﺍﻳﻂ  ﺑﺎﺯﺍﺭ ﻭﺍﺣﺪﻫﺎﻱ  ﺗﻮﻟﻴﺪﻱ ﻭ  ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ 
ﺗﺤﺖ ﻣﻜﺎﻧﻴﺰﻡ ﻋﺮﺿﻪ ﻭ ﺗﻘﺎﺿﺎ ﻓﻌﺎﻟﻴﺖ ﻧﻤﻮﺩﻩ ﻭ ﺩﺍﺭﺍﻱ ﺍﻧﮕﻴﺰﻩ 
ﻣﺎﻟﻲ ﻛﺎﻓﻲ ﺑﺮﺍﻱ ﻛﺎﻫﺶ ﻣﻨﺎﺑﻊ ﻭ ﻳﺎ ﻫﺰﻳﻨﻪ ﺁﻧﻬﺎ ﻭ ﻫﻤﭽﻨﻴﻦ 
ﺍﻓﺰﺍﻳﺶ ﺗﻮﻟﻴﺪ ﻳﺎ ﺳﻮﺩ ﺣﺎﺻﻞ ﺍﺯ ﺁﻥ ﻣﻲ ﺑﺎﺷﻨﺪ.]21[ ﺣﺎﻟﺘﻲ 
ﻛﻪ ﻓﻘﺪﺍﻥ ﺁﻥ ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻳﺎ ﻭﺍﺣﺪﻫﺎﻳﻲ ﻛﻪ ﺑﺎ ﺑﻮﺩﺟﻪ 
ﺛﺎﺑﺖ ﻭ ﺣﻘﻮﻕ ﻭ ﺩﺳﺘﻤﺰﺩ ﺛﺎﺑﺖ ﺍﺩﺍﺭﻩ ﻣﻲ ﺷﻮﻧﺪ ﻭ ﺭﺍﺑﻄﻪ ﺍﻱ 
ﺑﻴﻦ ﻋﻤﻠﻜﺮﺩ ﻭﺍﺣﺪﻫﺎ ﻭ ﻛﺎﺭﻛﻨﺎﻥ ﺁﻧﻬﺎ ﻭ ﻣﻨﺎﻓﻊ ﺷﺎﻥ ﻭﺟﻮﺩ 
ﻧﺪﺍﺭﺩ، ﻣﻨﺠﺮ ﺑﻪ ﺍﻓﺖ ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﺩﺭ ﺍﻳﻦ ﻭﺍﺣﺪﻫﺎ 
ﮔﺮﺩﻳﺪﻩ ﺍﺳﺖ.
ﻣﺤﺪﻭﺩﻳﺖ ﻣﻨﺎﺑﻊ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻧﻴﺎﺯﻫﺎﻱ 
ﺑﻬﺪﺍﺷﺘﻲ ﺗﺄﻣﻴﻦ ﻧﺸﺪﻩ ﺁﺣﺎﺩ ﺟﻤﻌﻴﺖ ﺍﺯ ﻳﻚ ﻃﺮﻑ، ﺍﻓﺰﺍﻳﺶ 
ﺍﻧﺘﻈﺎﺭﺍﺕ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﺗﻮﺳﻌﻪ ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ ﻋﻠﻮﻡ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺯ 
ﻃﺮﻑ ﺩﻳﮕﺮ، ﺿﺮﻭﺭﺕ ﺍﺳﺘﻔﺎﺩﻩ ﻫﺮﭼﻪ ﺑﻴﺸﺘﺮ ﺍﺯ ﻣﻨﺎﺑﻊ ﻣﺤﺪﻭﺩ 
ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﺭﺍ ﺑﻪ ﻭﻳﮋﻩ ﺑﻪ ﺳﻴﺎﺳﺘﮕﺰﺍﺭﺍﻥ، ﺩﻭﻟﺘﻤﺮﺩﺍﻥ ﻭ 
ﻣﺪﻳﺮﺍﻥ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﮔﻮﺷﺰﺩ ﻣﻲ ﻧﻤﺎﻳﻨﺪ.]31[ ﺍﻳﻦ ﺩﺭ ﺣﺎﻟﻲ 
ﺍﺳﺖ ﻛﻪ ﻋﺪﻡ ﻛﺎﺭﺍﻳﻲ ﺑﻪ ﻣﻔﻬﻮﻡ ﻋﺪﻡ ﺗﻮﺍﻧﻤﻨﺪﻱ ﺳﻴﺴﺘﻢ ﻫﺎﻱ 
ﻧﻈﺮﻳﻪ ﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻭ ﻧﻘﺶ ﺁﻥ ﺩﺭ …
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ﻣﻮﺟﻮﺩ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻛﺸﻮﺭﻫﺎﻱ ﺩﻧﻴﺎ ﻭ ﺑﻪ 
ﻭﻳﮋﻩ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺭ ﺣﺎﻝ ﺗﻮﺳﻌﻪ ﻭ ﺍﺯ ﺟﻤﻠﻪ ﺍﻳﺮﺍﻥ ﺩﺭ ﺗﺄﻣﻴﻦ 
ﻧﻴﺎﺯﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﺟﻤﻌﻴﺘﺸﺎﻥ ﺗﺎ ﺣﺪ ﻣﻤﻜﻦ، ﭼﻪ ﺩﺭ ﺷﻜﻞ 
ﺩﻭﻟﺘﻲ ﻭ ﭼﻪ ﺩﺭ ﺷﻜﻞ ﺧﺼﻮﺻﻲ ﺁﻥ ﻳﻚ ﺑﺤﺚ ﺟﺪﻱ ﻭ 
ﻓﻮﺭﻱ ﻣﻲ ﺑﺎﺷﺪ.]41[
ﺗﺌﻮﺭﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﺩﺭ ﻋﺮﺻﻪ ﻫﺎﻱ ﻣﺨﺘﻠﻒ 
ﻭ ﺍﺯ ﺟﻤﻠﻪ ﺩﺭ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﻛﺸﻮﺭﻫﺎﻱ ﻣﺘﻌﺪﺩﻱ ﻧﻈﻴﺮ 
ﻧﻴﻮﺯﻟﻨﺪ، ﺍﻧﮕﻠﺴﺘﺎﻥ، ﻛﺎﻧﺎﺩﺍ، ﻛﺮﻩ ﺟﻨﻮﺑﻲ، ﺳﻮﺋﺪ ﻭ ﻏﻴﺮﻩ ﺑﻪ 
ﻋﻨﻮﺍﻥ ﻳﻚ ﺍﺳﺘﺮﺍﺗﮋﻱ ﺍﺻﻼﺣﺎﺕ ﺩﺭ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﻣﻮﺭﺩ 
ﺍﺳﺘﻔﺎﺩﻩ ﮔﺴﺘﺮﺩﻩ ﺍﻱ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﻭ ﺩﺍﺭﺍﻱ ﻧﺘﺎﻳﺞ ﻣﺜﺒﺘﻲ ﺑﻮﺩﻩ 
ﺍﺳﺖ.]61-41[
ﺗﺠﺮﺑﻪ ﻧﻴﻮﺯﻟﻨﺪ ﺩﺭ ﺍﺟﺮﺍﻱ ﺍﺻﻼﺣﺎﺕ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻣﺒﺘﻨﻲ 
ﺑﺮ ﺗﻨﻈﻴﻢ ﻗﺮﺍﺭﺩﺍﺩ، ﺍﻏﻠﺐ ﺗﻮﺳﻂ ﻣﺤﻘﻘﻴﻦ ﺑﻪ ﻋﻨﻮﺍﻥ ﻳﻚ ﺗﺠﺮﺑﻪ 
ﻣﻮﻓﻖ ﻛﻪ ﻣﺤﺘﻮﻱ ﻋﻨﺎﺻﺮ ﻭﻳﮋﻩ ﻭ ﺍﺻﻮﻝ ﻛﻠﻲ ﺍﺳﺖ ﻛﻪ ﻣﻲ ﺗﻮﺍﻧﺪ 
ﺣﺘﻲ ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﺩﺭ ﺣﺎﻝ ﺗﻮﺳﻌﻪ ﺍﻱ ﻛﻪ ﺑﻪ ﺩﻧﺒﺎﻝ ﺑﻬﺒﻮﺩ 
ﺩﺭ ﻛﻴﻔﻴﺖ، ﻛﺎﺭﺍﻳﻲ، ﻫﺰﻳﻨﻪ ﺍﺛﺮ ﺑﺨﺸﻲ ﻭ ﺑﻬﺒﻮﺩ ﻋﻤﻠﻜﺮﺩ ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ ﺧﻮﺩ ﻣﻲ ﺑﺎﺷﻨﺪ، ﺫﻛﺮ ﻣﻲ ﮔﺮﺩﺩ.]71[
ﺑﻜﺎﺭﮔﻴﺮﻱ  ﺗﺌﻮﺭﻱ  MPN  ﺩﺭ  ﻛﺸﻮﺭﻫﺎﻱ  ﭘﻴﺸﺮﻓﺘﻪ  ﻭ 
ﺍﺭﻭﭘﺎﻱ ﻏﺮﺑﻲ ﻣﺜﻞ ﺍﻧﮕﻠﺴﺘﺎﻥ، ﺁﻟﻤﺎﻥ، ﺳﻮﺋﻴﺲ، ﻓﺮﺍﻧﺴﻪ، ﺍﻳﺘﺎﻟﻴﺎ 
ﻭ ﻏﻴﺮﻩ ﺩﺭ ﺟﻬﺖ ﺑﻬﺒﻮﺩ ﺩﺭ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺑﺎ ﺣﺪﺍﻗﻞ 
ﻣﻨﺎﺑﻊ ﺳﺒﺐ ﺷﺪ ﻛﻪ ﺭﻗﺎﺑﺖ ﻭ ﺑﻬﻴﻨﻪ ﺳﺎﺯﻱ ﺗﺪﺍﺭﻙ ﺧﺪﻣﺎﺕ 
ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﻧﻬﺎﻳﺘًﺎ ﻋﻤﻠﻜﺮﺩ ﺳﺎﺯﻣﺎﻥ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﺑﻬﺒﻮﺩ ﻳﺎﺑﺪ. 
ﺍﮔﺮ ﭼﻪ ﺍﻏﻠﺐ ﺟﻨﺒﻪ ﻫﺎﻱ ﺗﺌﻮﺭﻱ MPN ﺩﺭ ﺍﺻﻼﺣﺎﺕ ﺑﺨﺶ 
ﺑﻬﺪﺍﺷﺖ ﻛﺸﻮﺭﻫﺎﻱ ﺍﺗﺤﺎﺩﻳﻪ ﺍﺭﻭﭘﺎ ﻗﺎﺑﻞ ﻛﺎﺭﺑﺮﺩ ﺍﺳﺖ، ﻭﻟﻲ 
ﺍﻳﻦ ﺗﺌﻮﺭﻱ ﺑﻪ ﻋﻨﻮﺍﻥ ﻳﻚ ﻧﻮﺷﺪﺍﺭﻭ ﺑﺮﺍﻱ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ 
ﺗﻤﺎﻡ ﻛﺸﻮﺭﻫﺎ ﻧﺒﻮﺩﻩ ﺍﺳﺖ. ﺑﮕﻮﻧﻪ ﺍﻱ ﻛﻪ ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ ﺁﻥ 
ﺑﺮﺍﻱ ﻛﺸﻮﺭﻫﺎﻱ ﻣﺨﺘﻠﻒ ﻣﺘﻔﺎﻭﺕ ﺑﻮﺩﻩ ﺍﺳﺖ. ﺁﻥ ﻣﻨﺘﻬﻲ ﺑﻪ 
ﮔﺴﺘﺮﺵ ﻧﺎﺑﺮﺍﺑﺮﻱ، ﻭ ﺑﻮﺭﻭﻛﺮﺍﺳﻲ ﺑﻴﺸﺘﺮ ﺩﺭ ﺑﺮﺧﻲ ﻣﻮﺍﺭﺩ 
ﻭ  ﺑﻬﺒﻮﺩ  ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ  ﺑﻬﺪﺍﺷﺘﻲ،  ﺍﻓﺰﺍﻳﺶ  ﺗﻌﺪﺍﺩ  ﻓﺮﺍﻫﻢ 
ﻛﻨﻨﺪﮔﺎﻥ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ )ﻣﺜﻞ ﺑﻴﻤﻪ ﮔﺮﺍﻥ ﻭ ﺑﻴﻤﺎﺭﺳﺘﺎﻥ ﻫﺎ( 
ﻭ ﻣﺴﺘﺤﻜﻢ ﺑﺎﻗﻲ ﻣﺎﻧﺪﻥ ﻗﻮﺍﻧﻴﻦ ﺷﺪﻩ ﺍﺳﺖ.]81[
ﻧﺤﻮﻩ ﺍﺟﺮﺍﻱ ﺑﺮﻧﺎﻣﻪ ﻫﺎﻱ ﻣﺮﺗﺒﻂ ﺑﺎ ﺍﺻﻼﺣﺎﺕ ﻣﺒﺘﻨﻲ ﺑﺮ 
ﺗﺌﻮﺭﻱ MPN ﺩﺭ ﻛﺸﻮﺭﻫﺎﻱ ﻣﺨﺘﻠﻒ ﻣﺘﻔﺎﻭﺕ ﻣﻲ ﺑﺎﺷﺪ. ﺑﻪ 
ﮔﻮﻧﻪ ﺍﻱ ﻛﻪ ﺩﺭ ﺑﺮﺧﻲ ﺍﺯ ﻛﺸﻮﺭﻫﺎ ﻧﻈﻴﺮ ﺳﻮﺋﺪ ﺍﻏﻠﺐ ﺑﻪ ﺷﻜﻞ 
ﻏﻴﺮﻣﺘﻤﺮﻛﺰ، ﺩﺭ ﺻﻮﺭﺗﻲ ﻛﻪ ﺩﺭ ﻧﻴﻮﺯﻟﻨﺪ ﺁﻥ ﺑﻴﺸﺘﺮ ﺩﺭ ﺳﻄﺢ 
ﻣﺮﻛﺰﻱ ﻣﻲ ﺑﺎﺷﺪ.]91[
ﺩﺭ ﻛﺸﻮﺭ ﺍﻧﮕﻠﺴﺘﺎﻥ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺑﺎﺯﺍﺭ ﺩﺍﺧﻠﻲ )lanretnI 
tekraM( ﻋﻤﺪﺗًﺎ ﺩﺭ ﺍﺻﻼﺣﺎﺕ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﺗﺠﺮﺑﻪ ﮔﺮﺩﻳﺪﻩ 
ﺍﺳﺖ ﻭﻟﻲ ﺩﺭ ﺑﺴﻴﺎﺭﻱ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﺩﻳﮕﺮ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ ﺩﺭ ﻏﺎﻟﺐ ﻫﻤﻜﺎﺭﻱ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ 
)xiM etavirP-cilbuP( ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺍﺳﺖ ﻛﻪ 
ﻫﻤﻪ ﺁﻧﻬﺎ ﻧﻮﻋﻲ ﺍﺯ ﺗﺠﺮﺑﻪ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺑﺎﺯﺍﺭ ﺩﺭ ﺗﺤﻮﻝ ﺑﺨﺶ 
ﺩﻭﻟﺘﻲ ﻣﺤﺴﻮﺏ ﻣﻲ ﮔﺮﺩﻧﺪ.]02[
ﺗﺠﺮﺑﻪ 01 ﺳﺎﻝ ﻫﻤﻜﺎﺭﻱ ﺑﺎ ﺑﺨﺶ ﺗﻌﺎﻭﻧﻲ ﺩﺭ ﺗﺪﺍﺭﻙ 
ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ  ﺑﺠﺎﻱ  ﻭﺍﺣﺪ ﻫﺎﻱ  ﺩﻭﻟﺘﻲ  ﺩﺭ  ﻛﺸﻮﺭ 
ﻛﺎﺳﺘﺎﺭﻳﻜﺎ ﻛﻪ ﻣﺒﺘﻨﻲ ﺑﺮ ﺍﺻﻼﺣﺎﺕ ﻣﺸﺎﺑﻪ ﺑﺎﺯﺍﺭ ﺑﻮﺩﻩ ﺍﺳﺖ، 
ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺍﺳﺖ ﻛﻪ ﺍﻳﻦ ﻭﺍﺣﺪﻫﺎ ﺗﻮﺍﻧﺴﺘﻪ ﺍﻧﺪ ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ 
ﻗﺎﺑﻞ ﻣﻼﺣﻈﻪ ﺍﻱ ﺭﺍ ﻫﻢ ﺍﺯ ﻧﻈﺮ ﺗﺪﺍﺭﻙ ﺧﺪﻣﺎﺕ، ﻛﻴﻔﻴﺖ ﺁﻥ 
ﻭ ﻛﺎﻫﺶ ﻫﺰﻳﻨﻪ ﺧﺪﻣﺎﺕ ﺣﺎﺻﻞ ﻧﻤﺎﻳﻨﺪ.]12[
ﺩﺭ  ﺳﺎﻝ ﻫﺎﻱ  ﺍﺧﻴﺮ  ﺗﺤﺖ  ﺩﻛﺘﺮﻳﻦ  MPN  ﻛﺸﻮﺭﻫﺎﻱ 
ﻣﺨﺘﻠﻒ ﻫﻢ ﺩﺭ ﺑﺨﺶ ﺑﻴﻤﺎﺭﺳﺘﺎﻧﻲ ﻭ ﻫﻢ ﺩﺭ ﺑﺨﺶ ﺧﺪﻣﺎﺕ 
ﺑﻬﺪﺍﺷﺘﻲ  ﺍﻭﻟﻴﻪ  ﺍﻗﺪﺍﻣﺎﺕ  ﺍﺻﻼﺣﻲ  ﺭﺍ  ﺗﺠﺮﺑﻪ  ﻧﻤﻮﺩﻩ ﺍﻧﺪ  ﺗﺎ 
ﻣﻬﻤﺘﺮﻳﻦ ﻋﻮﺍﻣﻞ ﻣﺴﺒﺐ ﻋﺪﻡ ﻛﺎﺭﺍﻳﻲ ﺩﺭ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ 
ﺧﻮﺩ ﺭﺍ ﻣﺮﺗﻔﻊ ﻧﻤﺎﻳﻨﺪ. ﻣﻮﻓﻘﻴﺖ ﻳﺎ ﻋﺪﻡ ﻣﻮﻓﻘﻴﺖ ﺍﻳﻦ ﺗﺠﺮﺑﻴﺎﺕ 
ﺗﺎ ﺩﺭﺟﻪ ﺯﻳﺎﺩﻱ ﺑﻪ ﻓﺎﻛﺘﻮﺭﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺯﻣﻴﻨﻪ ﺍﻱ ﻭ ﺷﺮﺍﻳﻄﻲ 
ﻛﻪ ﺍﻳﻦ ﺗﺠﺮﺑﻴﺎﺕ ﺩﺭ ﺁﻥ ﺍﺗﻔﺎﻕ ﺍﻓﺘﺎﺩﻩ ﺍﺳﺖ ﻭ ﻳﺎ ﺷﻴﻮﻩ ﺍﻱ ﻛﻪ 
ﺍﺻﻼﺣﺎﺕ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺍﺳﺖ، ﺩﺍﺭﺩ.]22[
ﺩﺭ ﻛﺸﻮﺭ ﺍﻳﺮﺍﻥ ﺑﻪ ﻋﻨﻮﺍﻥ ﮔﺎﻣﻲ ﺩﺭ ﺟﻬﺖ ﺑﻬﺒﻮﺩ ﺍﺭﺍﺋﻪ 
ﺧﺪﻣﺎﺕ  ﻭ  ﺑﻪ  ﻣﻨﻈﻮﺭ  ﺑﻜﺎﺭﮔﻴﺮﻱ  ﻫﺮ  ﭼﻪ  ﻣﻄﻠﻮﺏ ﺗﺮ  ﺍﺯ 
ﺗﻮﺍﻥ ﻫﺎﻱ  ﺑﺎﻟﻘﻮﻩ  ﻣﻮﺟﻮﺩ  ﺩﺭ  ﺑﺨﺶ  ﺧﺼﻮﺻﻲ  ﺩﺭ  ﻗﺎﻟﺐ 
ﺁﺋﻴﻦ ﻧﺎﻣﻪ ﻫﺎ  ﻭ  ﺑﺮﻧﺎﻣﻪ ﻫﺎﻱ  ﻣﺨﺘﻠﻒ  ﺑﻪ  ﺩﻭﻟﺖ  ﺍﺟﺎﺯﻩ  ﺗﻐﻴﻴﺮ 
ﻭ  ﺍﺻﻼﺣﺎﺕ  ﺩﺭ  ﺑﺨﺶ ﻫﺎﻱ  ﻋﻤﻮﻣﻲ  ﻭ  ﺍﺯ  ﺟﻤﻠﻪ  ﺑﺨﺶ 
ﺑﻬﺪﺍﺷﺖ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ. ﺩﺭ ﺍﻳﻦ ﺭﺍﺳﺘﺎ ﻣﺎ ﺷﺎﻫﺪ ﺑﺮﺧﻲ 
ﺍﺻﻼﺣﺎﺕ ﺩﺭ ﻧﻘﺎﻁ ﻣﺨﺘﻠﻒ ﺳﻴﺴﺘﻢ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ 
ﻛﺸﻮﺭ ﺍﺯ ﺟﻤﻠﻪ ﺩﺭ ﺑﺨﺶ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺑﻮﺩﻩ ﺍﻳﻢ. 
ﺍﺯ ﺟﻤﻠﻪ ﺍﻳﻦ ﻣﺪﺍﺧﻼﺕ، ﺍﺻﻼﺣﺎﺕ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺩﺭ ﺑﺨﺶ 
ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺩﺭ ﺍﺳﺘﺎﻥ ﺁﺫﺭﺑﺎﻳﺠﺎﻥ ﺷﺮﻗﻲ ﻛﻪ ﺍﻭﻟﻴﻦ 
ﭘﺮﻭژﻩ ﺩﺭ ﻧﻮﻉ ﺧﻮﺩ ﺩﺭ ﻛﺸﻮﺭ ﺑﻮﺩﻩ ﺍﺳﺖ، ﻣﻲ ﺑﺎﺷﺪ. ﺩﺭ ﺍﻳﻦ 
ﻣﻘﺎﻟﻪ ﻫﺪﻑ ﺍﻳﻦ ﺍﺳﺖ ﺗﺎ ﺑﺎ ﺑﻬﺮﻩ ﮔﻴﺮﻱ ﺍﺯ ﺗﺌﻮﺭﻱ ﻣﺪﻳﺮﻳﺖ 
ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻧﺘﻴﺠﻪ ﺍﻳﻦ ﭘﺮﻭژﻩ ﺍﺯ ﻧﻘﻄﻪ ﻧﻈﺮ ﺗﻐﻴﻴﺮ ﺩﺭ ﻛﺎﺭﺍﻳﻲ 
ﺻﻤﺪ ﺭﻭﺣﺎﻧﻲ ﻭ ﻣﺎﺭﻳﺎ ﺭﻣﻀﺎﻥ ﻧﻴﺎ
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ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻣﺮﺍﻛﺰ ﻣﺸﺎﺑﻪ ﺩﻭﻟﺘﻲ 
ﻣﻮﺟﻮﺩ ﺩﺭ ﺍﻳﻦ ﻣﻨﻄﻘﻪ ﺍﺭﺍﺋﻪ ﮔﺮﺩﺩ.
ﺭﻭﺵ ﺑﺮﺭﺳﻲ
ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﺍﺯ ﻧﻮﻉ ﻣﻄﺎﻟﻌﻪ ﺷﺒﻪ ﺗﺠﺮﺑﻲ ﻣﻲ ﺑﺎﺷﺪ. ﻣﻄﺎﻟﻌﺎﺕ 
ﺷﺒﻪ  ﺗﺠﺮﺑﻲ  ﻣﻄﺎﻟﻌﺎﺗﻲ  ﻫﺴﺘﻨﺪ  ﻛﻪ  ﺍﺯ  ﮔﺮﻭﻩ ﻫﺎﻱ  ﻣﻮﺟﻮﺩ 
ﺩﺭ ﺳﻄﺢ ﺟﺎﻣﻌﻪ ﺍﺳﺘﻔﺎﺩﻩ ﻧﻤﻮﺩﻩ ﻭ ﺑﻪ ﭼﮕﻮﻧﮕﻲ ﺗﺄﺛﻴﺮ ﻳﻚ 
ﻓﺎﻛﺘﻮﺭ ﺩﺭ ﮔﺮﻭﻩ ﻫﺎﻱ ﻣﺘﻔﺎﻭﺕ ﻣﻲ ﭘﺮﺩﺍﺯﻧﺪ. ﺩﺭ ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ 
ﮔﺮﻭﻫﻲ ﺍﺯ ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻛﻪ ﺩﺭ ﻗﺎﻟﺐ ﭘﺮﻭژﻩ 
ﺍﺻﻼﺣﺎﺕ  ﺩﺭ  ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ  ﺍﻭﻟﻴﻪ  ﺩﺭ  ﺳﻄﺢ  ﻣﺮﺍﻛﺰ 
ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺷﻬﺮﻱ ﺍﺳﺘﺎﻥ ﺁﺫﺭﺑﺎﻳﺠﺎﻥ ﺷﺮﻗﻲ ﺑﻜﺎﺭ 
ﮔﺮﻓﺘﻪ ﺷﺪﻩ ﺍﻧﺪ،  ﺑﺎ  ﺗﻌﺪﺍﺩﻱ ﻣﺴﺎﻭﻱ  ﺍﺯ  ﻣﺮﺍﻛﺰ  ﺑﻬﺪﺍﺷﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﺷﻬﺮﻱ ﺩﻭﻟﺘﻲ ﺩﺭ ﺳﻄﺢ ﻫﻤﺎﻥ ﺷﻬﺮﺳﺘﺎﻥ ﻫﺎ ﻣﻮﺭﺩ 
ﻣﻄﺎﻟﻌﻪ ﻭ ﻣﻘﺎﻳﺴﻪ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺍﻧﺪ. ﻛﻠﻴﻪ ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﻏﻴﺮﺩﻭﻟﺘﻲ ﻛﻪ ﺑﻪ ﻭﺳﻴﻠﻪ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺑﺎ ﺗﻨﻈﻴﻢ 
ﻗﺮﺍﺭﺩﺍﺩ ﺑﺎ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺳﺘﺎﻥ ﺍﻳﺠﺎﺩ ﻭ ﺭﺍﻩ ﺍﻧﺪﺍﺯﻱ ﺷﺪﻩ 
ﺑﻮﺩﻧﺪ )ﺗﻌﺪﺍﺩ 9 ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺷﻬﺮﻱ( ﺩﺭ ﺳﻄﺢ 
ﺳﻪ ﺷﻬﺮﺳﺘﺎﻥ ﺷﺎﻣﻞ ﺗﺒﺮﻳﺰ، ﻣﺮﺍﻏﻪ ﻭ ﺍﺳﻜﻮ ﻓﻌﺎﻝ ﺑﻮﺩﻩ ﺍﻧﺪ ﻛﻪ 
ﻫﻤﻪ ﺁﻧﻬﺎ ﺩﺭ ﻣﻄﺎﻟﻌﻪ ﻭﺍﺭﺩ ﺷﺪﻩ ﺍﻧﺪ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﺗﻌﺪﺍﺩ ﻣﺴﺎﻭﻱ ﺍﺯ 
ﻣﺮﺍﻛﺰ ﺩﻭﻟﺘﻲ )ﺗﻌﺪﺍﺩ 9 ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺷﻬﺮﻱ( ﺩﺭ 
ﺳﻄﺢ ﻫﻤﻴﻦ ﺷﻬﺮﺳﺘﺎﻥ ﻫﺎ ﺑﻪ ﻋﻨﻮﺍﻥ ﮔﺮﻭﻩ ﻣﻘﺎﻳﺴﻪ ﻣﻴﺒﺎﻳﺴﺘﻲ 
ﺍﻧﺘﺨﺎﺏ  ﻣﻲ ﺷﺪﻩ ﺍﻧﺪ.  ﺍﻧﺘﺨﺎﺏ  ﺗﺼﺎﺩﻓﻲ  ﺩﺍﺭﺍﻱ  ﻣﺰﻳﺖ ﻫﺎﻳﻲ 
ﻧﺴﺒﺖ ﺑﻪ ﺳﺎﻳﺮ ﺭﻭﺵ ﻫﺎﻱ ﻧﻤﻮﻧﻪ ﮔﻴﺮﻱ ﺍﺳﺖ. ﻭﻟﻲ ﺩﺭ ﺍﻳﻦ 
ﻣﻄﺎﻟﻌﻪ ﺍﺯ ﺁﻧﺠﺎﻳﻲ ﻛﻪ ﺗﻌﺪﺍﺩ 9 ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ 
ﺩﻭﻟﺘﻲ ﺍﺯ ﺑﻴﻦ ﻛﻞ 161 ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺷﻬﺮﻱ 
ﺍﻳﻦ ﺍﺳﺘﺎﻥ ﺑﺎﻳﺪ ﺑﻪ ﮔﻮﻧﻪ ﺍﻱ ﻛﻪ ﺍﺯ ﻧﻈﺮ ﺑﺮﺧﻲ ﺍﺯ ﻓﺎﻛﺘﻮﺭﻫﺎﻱ 
ﻣﻬﻢ ﻛﻪ ﺍﺣﺘﻤﺎﻝ ﻣﺪﺍﺧﻠﻪ ﺁﻧﻬﺎ ﺩﺭ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﺑﺮﺭﺳﻲ 
ﺑﻴﺸﺘﺮ ﻣﻲ ﺑﺎﺷﻨﺪ، ﻛﻨﺘﺮﻝ ﺷﻮﻧﺪ، ﻟﺬﺍ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻭﻳﮋﮔﻲ ﻫﺎﻱ 
ﻣﺮﺍﻛﺰ  ﻏﻴﺮﺩﻭﻟﺘﻲ  ﻣﻌﻴﺎﺭﻫﺎﻳﻲ  ﻧﻈﻴﺮ  ﺷﻬﺮﻱ  ﺑﻮﺩﻥ  ﻣﺮﻛﺰ، 
ﮔﺬﺷﺖ ﺣﺪﺍﻗﻞ ﺳﻪ ﺳﺎﻝ ﺍﺯ ﺗﺄﺳﻴﺲ ﻣﺮﻛﺰ، ﻗﺮﺍﺭ ﺩﺍﺷﺘﻦ ﺩﺭ 
ﻫﻤﺎﻥ ﺷﻬﺮﻫﺎﻳﻲ ﻛﻪ ﻣﺮﺍﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ ﻗﺮﺍﺭ ﺩﺍﺭﻧﺪ، ﻭ ﻗﻀﺎﻭﺕ 
ﻣﺪﻳﺮﺍﻥ ﻭ ﻛﺎﺭﺷﻨﺎﺳﺎﻥ ﺧﺒﺮﻩ ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺖ ﺷﻬﺮﺳﺘﺎﻥ ﻣﻮﺭﺩ 
ﻧﻈﺮ ﺍﺯ ﻟﺤﺎﻅ ﻭﺿﻌﻴﺖ ﺍﺟﺘﻤﺎﻋﻲ ﻭ ﺍﻗﺘﺼﺎﺩﻱ ﺟﻤﻌﻴﺖ ﺗﺤﺖ 
ﭘﻮﺷﺶ ﻣﺮﺍﻛﺰ ﻣﻮﺭﺩ ﺍﺳﺘﻔﺎﺩﻩ ﻗﺮﺍﺭ ﮔﺮﻓﺖ. ﻣﻀﺎﻓًﺎ ﺍﻳﻨﻜﻪ ﻫﻤﻪ 
ﺍﻳﻦ  ﻣﺮﺍﻛﺰ  ﺍﺯ ﺳﻄﺢ  ﻧﺴﺒﺘًﺎ  ﻳﻜﺴﺎﻥ  ﻧﻴﺮﻭﻱ  ﺍﻧﺴﺎﻧﻲ،  ﺗﻌﺮﻓﻪ 
ﻳﻜﺴﺎﻥ ﺧﺪﻣﺎﺕ  ﻗﺎﺑﻞ ﻓﺮﻭﺵ، ﻭ ﺑﺴﺘﻪ ﺧﺪﻣﺖ ﻣﺸﺎﺑﻪ  ﺭﺍ 
ﺍﺭﺍﺋﻪ ﻣﻲ ﻧﻤﻮﺩﻧﺪ. ﺑﺪﻳﻦ ﻣﻨﻈﻮﺭ ﺍﺯ ﻧﻘﻄﻪ ﻧﻈﺮﺍﺕ ﻛﺎﺭﺷﻨﺎﺳﺎﻥ 
ﻭ ﺧﺒﺮﮔﺎﻥ ﺣﻮﺯﻩ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺳﺘﺎﻥ ﻭ ﺷﻬﺮﺳﺘﺎﻥ ﻫﺎﻱ 
ﻣﻮﺭﺩ  ﻣﻄﺎﻟﻌﻪ  ﺟﻬﺖ  ﺍﻧﺘﺨﺎﺏ  ﻣﺮﺍﻛﺰ  ﺑﻬﺪﺍﺷﺘﻲ  ﻭ  ﺩﺭﻣﺎﻧﻲ 
ﺩﻭﻟﺘﻲ ﺑﻬﺮﻩ ﮔﺮﻓﺘﻪ ﺷﺪﻩ ﺍﺳﺖ.
ﻣﻄﺎﺑﻖ ﻗﺮﺍﺭﺩﺍﺩ ﻛﻠﻴﻪ ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻏﻴﺮﺩﻭﻟﺘﻲ 
ﺩﺭ ﻗﺒﺎﻝ ﺩﺭﻳﺎﻓﺖ ﺳﺮﺍﻧﻪ ﺍﺯ ﺣﻮﺯﻩ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﺍﺳﺘﺎﻥ ﻭ 
ﺍﺯ ﻣﺤﻞ ﻓﺮﻭﺵ ﺧﺪﻣﺎﺕ ﻛﻪ ﻣﻄﺎﺑﻖ ﻗﻮﺍﻧﻴﻦ ﻭ ﺗﻌﺮﻓﻪ ﻣﺮﺍﻛﺰ 
ﺑﻬﺪﺍﺷﺘﻲ  ﻭ  ﺩﺭﻣﺎﻧﻲ  ﺩﻭﻟﺘﻲ  ﻣﻲ ﺑﺎﺷﺪ،  ﻣﻮﻇﻒ  ﺑﻪ  ﺗﺄﻣﻴﻦ 
ﺧﺪﻣﺎﺕ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﻛﻪ ﻋﻴﻨًﺎ ﻣﺸﺎﺑﻪ ﺑﺴﺘﻪ ﺧﺪﻣﺎﺕ ﺑﺨﺶ 
ﺩﻭﻟﺘﻲ ﺍﺳﺖ ﺑﻮﺩﻩ ﺍﻧﺪ. ﺑﻨﺎﺑﺮﺍﻳﻦ ﻛﺎﺭﻛﻨﺎﻥ ﺍﻳﻦ ﻧﻮﻉ ﻣﺮﺍﻛﺰ ﺩﺭ 
ﺳﻮﺩ ﻭ ﺯﻳﺎﻥ ﻋﻤﻠﻜﺮﺩ ﺧﻮﺩ ﻛﺎﻣًﻼ ﺳﻬﻴﻢ ﺑﻮﺩﻩ ﻭ ﺍﻧﮕﻴﺰﻩ ﻛﺎﻓﻲ 
ﻫﻢ ﺑﺮﺍﻱ ﻛﺎﻫﺶ ﻫﺰﻳﻨﻪ ﻭ ﻫﻢ ﺑﺮﺍﻱ ﺍﻓﺰﺍﻳﺶ ﻋﻤﻠﻜﺮﺩ ﻭ ﺩﺭ 
ﻧﺘﻴﺠﻪ ﺳﻮﺩ ﺣﺎﺻﻞ ﺍﺯ ﺁﻥ ﺭﺍ ﺩﺍﺷﺘﻪ ﺍﻧﺪ. ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻣﺮﺍﻛﺰ 
ﻣﻄﺎﺑﻖ ﺭﻭﺍﻝ ﺟﺎﺭﻱ ﻛﺸﻮﺭ ﺗﺤﺖ ﻣﻜﺎﻧﻴﺰﻡ ﺑﻮﺩﺟﻪ ﺛﺎﺑﺖ ﻭ 
ﺣﻘﻮﻕ ﻭ ﺩﺳﺘﻤﺰﺩ ﺛﺎﺑﺖ ﻛﺎﺭﻛﻨﺎﻥ ﻓﻌﺎﻟﻴﺖ ﻣﻲ ﻧﻤﻮﺩﻩ ﺍﻧﺪ.
ﻣﺮﺍﻛﺰ  ﻏﻴﺮﺩﻭﻟﺘﻲ  ﻣﻄﺎﺑﻖ  ﺑﺎ  ﻗﺮﺍﺭﺩﺍﺩ  ﻣﻠﺰﻡ  ﺑﻪ  ﺭﻋﺎﻳﺖ 
ﺣﺪﺍﻗﻞ  ﺍﺳﺘﺎﻧﺪﺍﺭﺩﻫﺎ  ﺍﺯ  ﻧﻘﻄﻪ  ﻧﻈﺮ  ﻧﻴﺮﻭﻱ  ﺍﻧﺴﺎﻧﻲ، ﻓﻀﺎﻱ 
ﻓﻴﺰﻳﻜﻲ، ﻟﻮﺍﺯﻡ ﻣﺼﺮﻓﻲ ﻭ ﻏﻴﺮﻩ ﺑﻮﺩﻩ ﻭ ﻣﺎﻧﻨﺪ ﻣﺮﺍﻛﺰ ﺩﻭﻟﺘﻲ 
ﺗﺤﺖ ﻧﻈﺎﺭﺕ ﻣﺴﺘﻘﻴﻢ ﻛﺎﺭﺷﻨﺎﺳﺎﻥ ﺣﻮﺯﻩ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ 
ﻓﻌﺎﻟﻴﺖ ﻣﻲ ﻧﻤﻮﺩﻩ ﺍﻧﺪ.
ﻣﺮﺍﻛﺰ  ﺑﻬﺪﺍﺷﺘﻲ  ﻭ  ﺩﺭﻣﺎﻧﻲ  ﺩﺭ  ﻫﺮ  ﺩﻭ  ﺑﺨﺶ  ﺩﺍﺭﺍﻱ 
ﺟﻤﻌﻴﺖ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﺩﺭ ﺷﻌﺎﻉ ﺟﻐﺮﺍﻓﻴﺎﻳﻲ ﻣﺸﺨﺺ ﺑﺮﺍﻱ 
ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ ﻣﻲ ﺑﺎﺷﻨﺪ.
ﺑﺮﺍﻱ  ﺟﻤﻊ ﺁﻭﺭﻱ  ﺍﻃﻼﻋﺎﺕ  ﺍﺯ  ﭘﺮﺳﺸﻨﺎﻣﻪ ﻫﺎ  ﻭ  ﭼﻚ 
ﻟﻴﺴﺖ ﻛﻪ ﻣﺤﺘﻮﻱ ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﻧﻈﺮ ﺑﻮﺩﻩ ﺍﻧﺪ ﺑﻬﺮﻩ ﮔﺮﻓﺘﻪ 
ﺷﺪﻩ ﺍﺳﺖ. ﺍﺯ ﺁﻧﺠﺎﻳﻲ ﺩﺭ ﺍﻳﻦ ﺑﺨﺶ ﺍﺯ ﺗﺤﻘﻴﻖ ﺍﻃﻼﻋﺎﺕ 
ﻣﺮﺑﻮﻁ ﺑﻪ ﺳﺎﻝ ﻗﺒﻞ ﺍﺯ ﻣﻄﺎﻟﻌﻪ ﻣﻮﺭﺩ ﻧﻈﺮ ﺑﻮﺩﻩ ﺍﺳﺖ، ﻟﺬﺍ 
ﺍﺯ ﺳﻮﺍﺑﻖ ﻣﻮﺟﻮﺩ ﺩﺭ ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻳﺎ ﻣﺮﻛﺰ 
ﺑﻬﺪﺍﺷﺖ  ﺷﻬﺮﺳﺘﺎﻥ  ﻭ  ﺍﺳﺘﺎﻥ،  ﺍﻃﻼﻋﺎﺕ  ﻣﺎﻟﻲ  ﻭ  ﭘﺮﺳﻨﻠﻲ 
ﻣﺮﺑﻮﻁ ﺑﻪ ﺗﻚ ﺗﻚ ﻣﺮﺍﻛﺰ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺍﺑﺰﺍﺭ ﻓﻮﻕ ﺍﺳﺘﺨﺮﺍﺝ 
ﺷﺪﻩ ﺍﺳﺖ.
ﺍﻳﻦ ﻣﻄﺎﻟﻌﻪ ﻳﻚ ﺗﺤﻘﻴﻖ ﭼﻨﺪ ﺭﻭﺷﻲ ﺑﻮﺩﻩ ﻛﻪ ﺗﺮﻛﻴﺒﻲ 
ﺍﺯ ﺩﺍﺩﻩ ﻫﺎﻱ ﻛﻤﻲ ﻭ ﻛﻴﻔﻲ، ﺍﻭﻟﻴﻪ ﻭ ﺛﺎﻧﻮﻳﻪ ﺭﺍ ﺍﺳﺘﻔﺎﺩﻩ ﻧﻤﻮﺩﻩ 
ﺍﺳﺖ، ﻭﻟﻲ ﺩﺭ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﻓﻘﻂ ﺍﻃﻼﻋﺎﺕ ﻛﻤﻲ ﺣﺎﺻﻞ ﺍﺯ 
ﻧﻈﺮﻳﻪ ﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻭ ﻧﻘﺶ ﺁﻥ ﺩﺭ …
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ﺩﺍﺩﻩ ﻫﺎ ﻭ ﺳﺘﺎﺩﻩ ﻫﺎﻱ ﻣﺮﺍﻛﺰ ﻣﻄﺎﻟﻌﻪ ﺷﺪﻩ ﮔﺰﺍﺭﺵ ﻣﻲ ﮔﺮﺩﺩ.
ﻧﺘﺎﻳﺞ ﻣﻄﺎﻟﻌﻪ ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺁﻣﺎﺭ ﺗﻮﺻﻴﻔﻲ ﻭ ﺁﺯﻣﻮﻥ ﺗﺤﻠﻴﻠﻲ 
tset-t tnednepednI ﻣﻮﺭﺩ ﺍﺭﺯﻳﺎﺑﻲ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﻭ ﺿﺮﻳﺐ 
59ﺩﺭﺻﺪ ﺍﻃﻤﻴﻨﺎﻥ ﺑﻪ ﻋﻨﻮﺍﻥ ﺳﻄﺢ ﻣﻌﻨﻲ ﺩﺍﺭﻱ ﺁﺯﻣﻮﻥ ﻣﻮﺭﺩ 
ﻗﻀﺎﻭﺕ ﻗﺮﺍﺭ ﮔﺮﻓﺘﻪ ﺍﺳﺖ. ﺩﺍﺩﻩ ﻫﺎ ﺑﺮ ﻣﺒﻨﺎﻱ ﻛﻞ ﻭ ﻣﺘﻮﺳﻂ 
ﻫﺮ ﮔﺮﻭﻩ ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﻭ ﻧﺘﻴﺠﻪ ﺁﺯﻣﻮﻥ ﺑﺮ ﻣﺒﻨﺎﻱ ﻣﻌﻨﻲ ﺩﺍﺭ ﺑﻮﺩﻥ 
ﻣﺘﻐﻴﺮﻫﺎﻱ ﻣﻮﺭﺩ ﻧﻈﺮ ﺑﺮ ﻣﺒﻨﺎﻱ ﻣﻴﺎﻧﮕﻴﻦ ﺩﻭ ﮔﺮﻭﻩ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ 
ﺷﺪﻩ ﺍﺳﺖ.
ﻳﺎﻓﺘﻪ ﻫﺎ
ﺍﻃﻼﻋﺎﺕ ﻣﺮﺑﻮﻁ ﺑﻪ ﺩﺍﺩﻩ ﻫﺎ ﺷﺎﻣﻞ ﻧﻴﺮﻭﻱ ﻛﺎﺭ ﻭ ﺳﺮﻣﺎﻳﻪ ﻭ 
ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻣﺮﺑﻮﻃﻪ، ﻭ ﺑﺎﺯﺩﺍﺩﻩ ﻫﺎ ﺷﺎﻣﻞ ﺧﺪﻣﺎﺕ ﺍﺭﺍﺋﻪ ﺷﺪﻩ 
ﺑﻪ ﺗﻔﻜﻴﻚ ﺧﺪﻣﺎﺕ ﺩﺭﻣﺎﻧﻲ ﻭ ﭘﻴﺸﮕﻴﺮﻱ ﻭ ﻛﻞ ﺧﺪﻣﺎﺕ 
ﻣﺮﺑﻮﻁ ﺑﻪ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﻳﻜﺴﺎﻟﻪ 81 ﻣﺮﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ 
)9 ﻣﺮﻛﺰ ﺩﻭﻟﺘﻲ ﻭ 9 ﻣﺮﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ( ﺩﺭ ﻃﻮﻝ ﺳﺎﻝ 5831 
ﺑﺎ ﻫﻤﺪﻳﮕﺮ ﻣﻘﺎﻳﺴﻪ ﺷﺪﻩ ﻛﻪ ﺩﺭ ﺟﺪﺍﻭﻝ 1ﻭ 2 ﺩﺭ ﺍﺩﺍﻣﻪ ﺍﺭﺍﺋﻪ 
ﻣﻲ ﮔﺮﺩﻧﺪ.
ﻫﻤﺎﻥ ﮔﻮﻧﻪ ﻛﻪ ﺩﺭ ﺟﺪﻭﻝ 1 ﻧﺸﺎﻥ ﺩﺍﺩﻩ ﺷﺪﻩ ﺍﺳﺖ ﻣﺮﺍﻛﺰ 
ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻏﻴﺮﺩﻭﻟﺘﻲ ﻛﻪ ﺩﺭ ﻗﺮﺍﺭﺩﺍﺩ  ﺑﺎ ﻣﻌﺎﻭﻧﺖ 
ﺑﻬﺪﺍﺷﺘﻲ  ﺍﺳﺘﺎﻥ  ﺁﺫﺭﺑﺎﻳﺠﺎﻥ  ﺷﺮﻗﻲ  ﺑﻮﺩﻩ ﺍﻧﺪ  ﺑﺎ  ﺭﻋﺎﻳﺖ 
ﺍﺳﺘﺎﻧﺪﺍﺭﺩﻫﺎ ﻭ ﺣﺪﺍﻗﻞ ﻫﺎﻱ ﺗﻌﻴﻴﻦ ﺷﺪﻩ ﺍﺯ ﺳﻮﻱ ﻣﻌﺎﻭﻧﺖ 
ﺑﻬﺪﺍﺷﺘﻲ ﺍﺳﺘﺎﻥ ﻧﻪ ﺗﻨﻬﺎ ﺗﻮﺍﻧﺴﺘﻪ ﺍﻧﺪ ﺍﺯ ﻧﻴﺮﻭﻱ ﻛﺎﺭ ﻭ ﻓﻀﺎﻱ 
ﻛﻤﺘﺮ ﻭ ﺑﻪ ﻫﻤﻴﻦ ﺷﻜﻞ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻤﺘﺮ ﻣﺮﺑﻮﻁ ﺑﻪ ﺍﻳﻦ ﺩﺍﺩﻩ ﻫﺎ 
ﻭ ﻧﻬﺎﻳﺘًﺎ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﺟﺎﺭﻱ ﻭ ﻫﺰﻳﻨﻪ ﻫﺎﻱ ﻛﻞ ﻛﻤﺘﺮ ﻧﺴﺒﺖ ﺑﻪ 
ﻣﺮﺍﻛﺰ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﻣﻮﺭﺩ ﻣﻘﺎﻳﺴﻪ ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ 
ﺑﺎ ﺭﺍﻩ ﺍﻧﺪﺍﺯﻱ ﻣﺮﺍﻛﺰ ﻣﻮﺭﺩ ﻗﺮﺍﺭﺩﺍﺩ ﺑﻪ ﺗﺄﻣﻴﻦ ﺑﺴﺘﻪ ﺧﺪﻣﺎﺕ 
ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﻭﺯﺍﺭﺕ ﺑﻬﺪﺍﺷﺖ، ﺩﺭﻣﺎﻥ ﻭ ﺁﻣﻮﺯﺵ ﭘﺰﺷﻜﻲ 
ﻛﻪ ﻳﻜﺴﺎﻥ ﺑﺮﺍﻱ ﻫﺮ ﺩﻭ ﺑﺨﺶ ﻣﻲ ﺑﺎﺷﺪ، ﺍﻗﺪﺍﻡ ﻧﻤﺎﻳﻨﺪ، ﺑﻠﻜﻪ 
ﺍﺯ ﺳﻮﻱ ﺩﻳﮕﺮ ﻗﺎﺩﺭ ﺑﻮﺩﻩ ﺍﻧﺪ ﺗﺎ ﻣﺮﺍﻗﺒﺖ ﻫﺎﻱ ﭘﻴﺸﮕﻴﺮﻱ ﻭ 
ﺩﺭﻣﺎﻧﻲ ﺑﻴﺸﺘﺮﻱ ﻧﺴﺒﺖ ﺑﻪ ﮔﺮﻭﻩ ﻣﻮﺭﺩ ﻣﻘﺎﻳﺴﻪ ﺷﺎﻥ ﺑﺮﺍﻱ 
ﺟﻤﻌﻴﺖ ﺗﺤﺖ ﭘﻮﺷﺶ ﺧﻮﺩ ﻓﺮﺍﻫﻢ ﻧﻤﺎﻳﻨﺪ. ﺑﻪ ﻋﺒﺎﺭﺕ ﺩﻳﮕﺮ 
ﻣﺮﺍﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ ﻫﻢ ﺍﺯ ﻣﻨﺎﺑﻊ ﻛﻤﺘﺮﻱ ﺍﺳﺘﻔﺎﺩﻩ ﻧﻤﻮﺩﻩ ﺍﻧﺪ ﻭ ﻫﻢ 
ﺧﺪﻣﺎﺕ ﺑﻴﺸﺘﺮﻱ ﺭﺍ ﺍﺭﺍﺋﻪ ﻛﺮﺩﻩ ﺍﻧﺪ.
ﺑﺎ ﺍﺳﺘﻔﺎﺩﻩ ﺍﺯ ﺩﺍﺩﻩ ﻫﺎﻱ ﺟﺪﻭﻝ ﻓﻮﻕ ﻣﻘﺎﻳﺴﻪ ﻣﺮﺍﻛﺰ ﻣﻮﺭﺩ 
ﻣﻄﺎﻟﻌﻪ ﺩﺭ ﻗﺎﻟﺐ ﺷﺎﺧﺺ ﻫﺎﻱ ﺑﻬﺮﻩ ﻭﺭﻱ ﻧﻴﺮﻭﻱ ﺍﻧﺴﺎﻧﻲ ﺑﻪ 
ﻋﻨﻮﺍﻥ ﮔﺮﺍﻥ ﺗﺮﻳﻦ ﻣﻨﺎﺑﻊ ﺳﺎﺯﻣﺎﻥ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ ﺑﻪ 
ﻃﻮﺭ ﻛﻞ ﻭ ﻭﺍﺣﺪﻫﺎﻱ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺑﻪ ﻃﻮﺭ ﻭﻳﮋﻩ 
ﻭ ﺷﺎﺧﺺ ﻛﺎﺭﺍﻳﻲ ﻫﺰﻳﻨﻪ ﺩﺭ ﺟﺪﻭﻝ 2 ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﺍﺳﺖ.
ﻫﻤﺎﻥ ﮔﻮﻧﻪ ﻛﻪ ﺍﺯ ﺟﺪﻭﻝ 2 ﭘﻴﺪﺍﺳﺖ، ﻣﺎﺩﺍﻣﻲ ﻛﻪ ﻣﺮﺍﻛﺰ 
ﺩﻭﻟﺘﻲ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻣﺮﺍﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺍﺯ ﻳﻚ ﻛﺎﻫﺶ ﺣﺪﻭﺩ 
04 ﺩﺭﺻﺪﻱ ﺍﺯ ﺣﻴﺚ ﺷﺎﺧﺺ ﻛﺎﺭﺍﻳﻲ ﻧﻴﺮﻭﻱ ﻛﺎﺭ ﻣﻮﺍﺟﻪ 
ﺑﻮﺩﻩ ﺍﻧﺪ، ﻭﻟﻲ ﺍﺯ ﻟﺤﺎﻅ ﻫﺰﻳﻨﻪ ﺑﺮ ﻣﺒﻨﺎﻱ ﺧﺪﻣﺎﺕ ﺍﺭﺍﺋﻪ ﺷﺪﻩ 
ﻳﺎ ﺟﻤﻌﻴﺖ ﭘﻮﺷﺶ ﺩﺍﺩﻩ ﺷﺪﻩ ﻧﺰﺩﻳﻚ ﺑﻪ ﺩﻭ ﺑﺮﺍﺑﺮ ﻣﺮﺍﻛﺰ 
ﻏﻴﺮﺩﻭﻟﺘﻲ ﺩﺍﺭﺍﻱ ﺍﻓﺰﺍﻳﺶ ﻫﺰﻳﻨﻪ ﺑﻮﺩﻩ ﺍﻧﺪ. 
ﻣﻮﺍﺭﺩ ﻭ ﻳﺎﻓﺘﻪ ﻫﺎﻱ ﺍﺭﺍﺋﻪ ﺷﺪﻩ ﺩﺭ ﺍﻳﻦ ﻣﻘﺎﻟﻪ ﺑﺮ ﻣﺒﻨﺎﻱ 
ﺗﺌﻮﺭﻱ ﻫﺎﻱ ﻣﺨﺘﻠﻒ ﺑﻪ ﻭﻳﮋﻩ ﺗﺌﻮﺭﻱ ﻫﺎﻱ ﺑﺎ ﺭﻭﻳﻜﺮﺩ ﻣﻜﺎﻧﻴﺰﻡ 
ﺑﺎﺯﺍﺭ ﻗﺎﺑﻞ ﺑﺤﺚ ﻭ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ ﻣﻲ ﺑﺎﺷﻨﺪ ﻛﻪ ﺩﺭ ﺍﺩﺍﻣﻪ ﺑﻪ ﺁﻥ 
ﭘﺮﺩﺍﺧﺘﻪ ﻣﻲ ﺷﻮﺩ.
ﺑﺤﺚ ﻭ ﻧﺘﻴﺠﻪ ﮔﻴﺮﻱ
ﻛﺎﺭﺍﻳﻲ ﺩﺭ ﺗﻮﻟﻴﺪ ﻭ ﺍﻓﺰﺍﻳﺶ ﺑﻬﺮﻩ ﻭﺭﻱ ﻣﻲ ﺗﻮﺍﻧﺪ ﻫﻢ ﺍﺯ ﻃﺮﻳﻖ 
ﻛﺎﻫﺶ ﺩﺭ ﻣﻨﺎﺑﻊ ﻣﺼﺮﻭﻓﻪ ﺑﺮﺍﻱ ﺗﻮﻟﻴﺪ ﻣﻌﻴﻦ ﻭ ﻫﻢ ﺍﺯ ﻃﺮﻳﻖ 
ﺍﻓﺰﺍﻳﺶ ﺩﺭ ﺗﻮﻟﻴﺪ ﺑﺎ ﻣﻨﺎﺑﻊ ﻣﻌﻴﻦ ﻭ ﻳﺎ ﻫﺮ ﺩﻭ ﻃﺮﻳﻖ ﺍﻣﻜﺎﻥ ﭘﺬﻳﺮ 
ﮔﺮﺩﺩ.  ﻣﻄﺎﻟﻌﺎﺕ  ﻣﺘﻌﺪﺩ  ﻧﺸﺎﻥ  ﺩﺍﺩﻩ  ﺍﺳﺖ  ﻛﻪ  ﺑﺨﺶ ﻫﺎﻳﻲ 
ﻛﻪ ﻣﺒﺘﻨﻲ ﺑﺮ ﻣﻜﺎﻧﻴﺴﻢ  ﺑﺎﺯﺍﺭ ﺍﺩﺍﺭﻩ ﻣﻲ ﺷﻮﻧﺪ ﺩﺍﺭﺍﻱ  ﺍﻧﮕﻴﺰﻩ 
ﻣﺎﺩﻱ ﺑﺮﺍﻱ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﺍﺯ ﻃﺮﻳﻖ ﻛﺎﻫﺶ 
ﻫﺰﻳﻨﻪ ﻭﺍﻓﺰﺍﻳﺶ ﺗﻮﻟﻴﺪ ﻭ ﺳﻮﺩ ﻫﺴﺘﻨﺪ. ﺩﺭ ﺻﻮﺭﺗﻲ ﻛﻪ ﺩﺭ 
ﺑﺨﺶ ﻫﺎﻳﻲ ﻛﻪ ﺗﺤﺖ ﻣﻜﺎﻧﻴﺴﻢ ﺑﻮﺩﺟﻪ ﺛﺎﺑﺖ ﻭ ﺣﻘﻮﻕ ﺛﺎﺑﺖ 
ﺍﻓﺮﺍﺩ ﺑﻪ ﻓﻌﺎﻟﻴﺖ ﻣﻲ ﭘﺮﺩﺍﺯﻧﺪ ﺍﻳﺠﺎﺩ ﺍﻧﮕﻴﺰﻩ ﺑﺮﺍﻱ ﺑﻬﺮﻩ ﻭﺭﻱ 
ﻛﺎﺭﻱ ﻣﺸﻜﻞ ﻭ ﺧﻮﺩ ﻫﺰﻳﻨﻪ ﺑﺮ ﻣﻲ ﺑﺎﺷﺪ.]21،01[ ﻣﻜﺎﻧﻴﺰﻡ 
ﺑﺎﺯﺍﺭ ﻳﺎ ﺑﻪ ﻋﺒﺎﺭﺕ ﺩﻳﮕﺮ ﺍﺩﺍﺭﻩ ﺍﻣﻮﺭ ﻭﺍﺣﺪﻫﺎﻱ ﺗﻮﻟﻴﺪﻱ ﻳﺎ ﺍﺭﺍﺋﻪ 
ﺧﺪﻣﺎﺕ ﻣﺒﺘﻨﻲ ﺑﺮ ﻣﻜﺎﻧﻴﺰﻡ ﻫﺎﻱ ﻋﺮﺿﻪ ﻭ ﺗﻘﺎﺿﺎ ﻣﻲ ﺗﻮﺍﻧﻨﺪ 
ﻣﻮﺟﺒﺎﺕ ﺑﻬﺒﻮﺩﻱ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﺭﺍ ﻣﻨﺠﺮ ﺷﻮﻧﺪ. 
ﺍﮔﺮﭼﻪ  ﺳﭙﺮﺩﻥ  ﻭﺍﺣﺪﻫﺎﻱ  ﺍﺭﺍﺋﻪ  ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ  ﻳﺎ  ﺑﻪ 
ﻋﺒﺎﺭﺕ ﺩﻳﮕﺮ ﺳﻼﻣﺘﻲ ﻣﺮﺩﻡ ﺟﺎﻣﻌﻪ ﺑﻪ ﺑﺎﺯﺍﺭ ﻛﺎﻣًﻼ ﺁﺯﺍﺩ ﻭ 
ﻭﺍﮔﺬﺍﺭﻱ  ﺍﺭﺍﺋﻪ  ﺧﺪﻣﺎﺕ  ﺑﻬﺪﺍﺷﺘﻲ  ﻣﺒﺘﻨﻲ  ﺑﺮ  ﻧﻈﺎﻡ  ﻋﺮﺿﻪ 
ﻭ  ﺗﻘﺎﺿﺎﻱ ﺻﺮﻑ  ﺍﺯ  ﺩﻳﺪﮔﺎﻩ  ﻣﺘﺨﺼﺼﻴﻦ  ﻏﻴﺮﻗﺎﺑﻞ  ﻗﺒﻮﻝ 
ﻣﻲ ﺑﺎﺷﺪ، ﻭﻟﻲ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺷﺒﻪ ﺑﺎﺯﺍﺭ ﻳﺎ ﺑﺎﺯﺍﺭ ﺩﺍﺧﻠﻲ )isauQ 
tekram lanretnI ro tekram(، ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺩﺭ ﻭﺍﺣﺪﻫﺎﻱ 
ﻧﻴﻤﻪ ﺩﻭﻟﺘﻲ )xim etavirP-cilbuP(، ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺩﺭ ﻗﺎﻟﺐ 
ﺻﻤﺪ ﺭﻭﺣﺎﻧﻲ ﻭ ﻣﺎﺭﻳﺎ ﺭﻣﻀﺎﻥ ﻧﻴﺎ
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ﻧﻈﺮﻳﻪ ﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻭ ﻧﻘﺶ ﺁﻥ ﺩﺭ …
 ﻏﻴﺮدوﻟﺘﻲ دوﻟﺘﻲ Pارزش 
ﺑﺨﺶ
 داده ﻫﺎ و ﺑﺎزده ﻫﺎ
 ﺗﻌﺪاد ﻛـﻞ  201 521 660.0
 ﻧﻴﺮوي ﻛ ـﺎر
 ﻫﺎ داده
ﻛﻞ  0067734702 4008066643 340.0
 ﻫﺰﻳﻨـﻪ
ﺑﻪ ﻋﻨﻮان % از ﻛﻞ ﻫﺰﻳﻨـﻪ ﻫ ـﺎي ﺟ ـﺎري  26/20 68/ 21 510.0
 ﻓﻀﺎي ﻣﺮﻛﺰ ﺑﻪ ﻣـﺘﺮ ﻣـﺮﺑﻊ  4032 3703 311.0
 ﻫﺰﻳﻨـﻪ ﺳ ـﺎﺧﺘﻤﺎن  000040422 000000693 110.0ﺳـﺮﻣﺎﻳﻪ 
 ﻫﺰﻳﻨﻪ ﺳ ـﺎﺧﺘﻤﺎن ـﺑ ﻪ ﻋﻨـﻮان % از ﻛﻞ ﻫﺰﻳﻨـﻪ ﺟ ـﺎري 6/07 9/ 48 971.0
 ﺳﺎﻳﺮ ﻫﺰﻳﻨـﻪ ﻫ ـﺎي ﺟ ـﺎري  2128426401 053994261 870.0
 ﺳﺎﻳﺮ ﻫﺰﻳﻨﻪ ﻫ ـﺎي ﺟ ـﺎري ـﺑ ﻪ ﻋﻨـﻮان %  از ﻛﻞ ﻫﺮﻳﻨـﻪ ﻫ ـﺎي ﺟ ـﺎري  13/82 4/ 40 800.0
ﻛﻞ ﻫﺰﻳﻨﻪ ﻫ ـﺎي ﺟ ـﺎري ﻣـﺮاﻛﺰ ﺑﻬﺪاﺷـﺘﻲ و درﻣ ـﺎﻧﻲ  2185664433 4537015204 563.0
 درﺻﺪ ﺳﻬﻢ دوـﻟ ﺖ از ﻛـﻞ ﻫﺰﻳﻨـﻪ ﻫ ـﺎي ﻣـﺮاﻛﺰ ﺑﻬﺪاﺷـﺘﻲ و درﻣ ـﺎﻧﻲ  07/91 98/ 42 750.0
 ﻫﺰﻳﻨﻪ ﺳﺮاﻧﻪ ﺑﺮ ﻣﺒﻨ ـﺎي ﻫﺰﻳﻨـﻪ ﻛـﻞ ﻣـﺮاﻛﺰ  24162 80264 120.0
 ﺳﻬﻢ دوﻟﺖ در ﻫﺰﻳﻨﻪ ﻣـﺮاﻛﺰ ـﺑ ﺮ ﻣﺒﻨ ـﺎي ﺳـﺮاﻧﻪ ﺟﻤﻌﻴـﺖ  000051 42714 224.0
 ﻛﻞ ﻫﺰﻳﻨﻪ ﻫ ـﺎي ﻣـﺮاﻛﺰ ﺑﻬﺪاﺷـﺘﻲ و درﻣ ـﺎﻧﻲ  3569958053 6593792904 781.0
 ﺗﻌﺪاد ﻣﺸﺎوره ﺑ ـﺎ ﭘﺰﺷـﻚ 05607 35745 450.0
ﻫ ـﺎي ﻣﺮاﻗﺒﺖ 
 درﻣ ـﺎﻧﻲ 
 ﻫﺎﺑﺎزداده 
 ﻫ ـﺎي ﺳـﺮﭘﺎﻳﻲ ﺗﻌﺪاد ﻛـﻞ ﻣﺮاﻗﺒـﺖ  956171 786301 285.0
 ﻫﺎي ﺑﻬﺪاﺷ ــﺘﻲﺗﻌﺪاد ﻛـﻞ ﻣﺮاﻗﺒـﺖ  081101 26629 640.0
 ﻫﺎ  ﺗﻌﺪاد ﻛﻞ ﻣﺮاﻗﺒ ــﺖ 938272 943691 200.0
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ﺑﺨﺶ
ﺷﺎﺧﺺ ﻫﺎي ﻣﻮرد ﻣﻘﺎﻳﺴﻪ
 دوﻟﺘﻲ ﻏﻴﺮ دوﻟﺘﻲ
ﻧﺴﺒﺖ 
 دوﻟﺘﻲ/ﻏﻴﺮدوﻟﺘﻲ
Pارزش 
 512.0 / .46 77919 137341 ﺟﻤﻌﻴﺖ ﺗﺤـﺖ ﭘﻮﺷـﺶ ﻣـﺮاﻛﺰ 
 200.0 /.95 0751/ 8 4762/ 9 ﻣﺘﻮﺳﻂ ﺧﺪﻣﺎت اراﺋﻪ ﺷـﺪه ـﺑ ﻪ ازاي ﻫـﺮ ﭘﺮﺳـﻨﻞ 
 781.0 1/71 488477454 504448983/ 9 ﻫﺰﻳﻨﻪ ﻛـﻞ ﻣـﺮاﻛﺰ 
 512.0 1/ 6 54802/4 95821/6 ﻣﺘﻮﺳﻂ ﻫﺰﻳﻨﻪ ﺑﺮ ﻣﺒﻨ ـﺎي ﻫـﺮ ﺧـﺪﻣﺖ اراـﺋ ﻪ ﺷـﺪه 
 120.0 1/8 00544/0 01442/9 ﻣﺘﻮﺳﻂ ﻫﺰﻳﻨﻪ ـﺑ ﺮ ﻣﺒﻨ ـﺎي ﺳـﺮاﻧﻪ ﺟﻤﻌﻴـﺖ ﭘﻮﺷـﺶ داده ﺷـﺪه 
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ﻗﺮﺍﺭﺩﺍﺩ ﺗﻨﻈﻴﻤﻲ )tuo gnitcartnoC(، ﺍﺯ ﺷﻴﻮﻩ ﻫﺎﻱ ﻛﺎﻣًﻼ 
ﺭﺍﻳﺠﻲ  ﺑﺮﺍﻱ ﻭﺭﻭﺩ  ﺑﺎﺯﺍﺭ ﺩﺭ ﺳﻴﺴﺘﻢ  ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ 
ﺑﺴﻴﺎﺭﻱ ﺍﺯ ﻛﺸﻮﺭﻫﺎﻱ ﺩﻧﻴﺎ ﻣﻲ ﺑﺎﺷﻨﺪ.]52-32[
ﺑﺮﻣﺒﻨﺎﻱ ﻧﺘﺎﻳﺞ ﺣﺎﺻﻞ ﺍﺯ ﻣﻄﺎﻟﻌﻪ ﺍﻧﺠﺎﻡ ﺷﺪﻩ ﺩﺭ ﺍﺳﺘﺎﻥ 
ﺁﺫﺭﺑﺎﻳﺠﺎﻥ ﺷﺮﻗﻲ ﺍﻃﻼﻋﺎﺕ ﻧﺸﺎﻥ ﻣﻲ ﺩﻫﻨﺪ ﻛﻪ ﻭﺍﺣﺪﻫﺎﻱ 
ﻏﻴﺮﺩﻭﻟﺘﻲ ﻛﻪ ﻣﺒﺘﻨﻲ ﺑﺮ ﻗﺮﺍﺭﺩﺍﺩ ﻓﻌﺎﻟﻴﺖ ﻣﻲ ﻛﺮﺩﻩ ﺍﻧﺪ ﺍﺯ ﺁﻧﺠﺎﻳﻲ 
ﻛﻪ ﺩﺭ ﺳﻮﺩ ﻭ ﺯﻳﺎﻥ ﺣﺎﺻﻞ ﺍﺯ ﻛﺎﺭﺍﻳﻲ ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﻭﺍﺣﺪﻫﺎﻱ 
ﺗﺤﺖ ﭘﻮﺷﺶ ﺧﻮﺩ ﺳﻬﻴﻢ ﺑﻮﺩﻩ ﺍﻧﺪ، ﺩﺍﺭﺍﻱ ﺍﻧﮕﻴﺰﻩ ﻻﺯﻡ ﺑﺮﺍﻱ 
ﺑﻬﺒﻮﺩ ﺩﺭ ﻋﻤﻠﻜﺮﺩ ﺧﻮﺩ ﺑﻮﺩﻩ، ﺑﻪ ﻧﻮﻋﻲ ﻛﻪ ﻣﻴﺰﺍﻥ ﻫﺰﻳﻨﻪ ﺗﻤﺎﻡ 
ﺷﺪﻩ ﺑﻪ ﺍﺯﺍﻱ ﺳﺮﺍﻧﻪ ﺟﻤﻌﻴﺖ ﺑﺮﺍﻱ ﺩﻭﻟﺖ ﺩﺭ ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ 
ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﺑﺎ ﺑﺴﺘﻪ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﺑﻪ ﺣﺪﻭﺩ ﻧﺼﻒ ﺗﻘﻠﻴﻞ 
ﭘﻴﺪﺍ ﻧﻤﻮﺩﻩ ﺍﺳﺖ ﻭ ﺍﻳﻦ ﻫﻢ ﺍﺯ ﻃﺮﻳﻖ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻣﻨﺎﺑﻊ ﻛﻤﺘﺮ 
)ﻧﻴﺮﻭﻱ ﺍﻧﺴﺎﻧﻲ ﻭ ﺩﺭ ﻧﺘﻴﺠﻪ ﻫﺰﻳﻨﻪ ﺁﻥ( ﻭ ﻫﻢ ﺍﺯ ﻃﺮﻳﻖ ﺍﻓﺰﺍﻳﺶ 
ﺗﻮﻟﻴﺪ )ﺍﻓﺰﺍﻳﺶ ﺿﺮﻳﺐ ﺑﻬﺮﻩ ﻭﺭﻱ ﻧﻴﺮﻭﻱ ﺍﻧﺴﺎﻧﻲ( ﺩﺭ ﺑﺨﺶ 
ﻏﻴﺮﺩﻭﻟﺘﻲ ﻣﻴﺴﺮ ﮔﺮﺩﻳﺪ. ﺩﺭ ﺻﻮﺭﺗﻲ ﻛﻪ ﺩﺭ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺑﺎ 
ﺟﻤﻌﻴﺖ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﻫﻢ ﻣﻨﺎﺑﻊ ﺑﻴﺸﺘﺮﻱ ﺑﻜﺎﺭﮔﺮﻓﺘﻪ ﺷﺪﻩ 
ﺍﺳﺖ ﻭ ﻫﻢ ﻣﻴﺰﺍﻥ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻪ ﺣﺪﻭﺩ 95ﺩﺭﺻﺪ ﺑﺨﺶ 
ﻏﻴﺮﺩﻭﻟﺘﻲ ﺭﺳﻴﺪﻩ ﺍﺳﺖ.
ﺍﮔﺮﭼﻪ  ﺍﻧﺘﻘﺎﺩﺍﺕ  ﺯﻳﺎﺩﻱ  ﺩﺭ  ﺭﺍﺑﻄﻪ  ﺑﺎ  ﻛﺎﺭﺍﻳﻲ  ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ  ﺩﺭ  ﻣﻘﺎﻻﺕ  ﻭ  ﻧﻮﺷﺘﻪ ﻫﺎﻱ  ﻣﺨﺘﻠﻒ  ﻧﻈﻴﺮ  ﺁﻧﭽﻪ 
ﻛﻪ ﺗﺤﺖ ﻋﻨﻮﺍﻥ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﺑﺎ ﻫﺰﻳﻨﻪ ﻛﻴﻔﻴﺖ ﺧﺪﻣﺎﺕ، 
ﺍﺳﺘﺜﻤﺎﺭ ﻭ ﺑﻬﺮﻩ ﮔﻴﺮﻱ ﺍﺯ ﻧﻴﺮﻭﻱ ﺍﺭﺯﺍﻥ ﻭ ﻏﻴﺮﻩ ﻣﻄﺮﺡ ﺍﺳﺖ 
]72-52[، ﻭﻟﻲ ﺍﻳﻦ ﻣﻮﺍﺭﺩ ﻣﻲ ﺗﻮﺍﻧﻨﺪ ﺑﺎ ﺑﻜﺎﺭﮔﻴﺮﻱ ﺗﺌﻮﺭﻱ 
ﻧﻮﻳﻦ ﻣﺪﻳﺮﻳﺖ ﺑﺨﺶ ﻋﻤﻮﻣﻲ ﻭ ﺗﻨﻈﻴﻢ ﻗﺮﺍﺭﺩﺍﺩ ﺗﺎ ﺣﺪﻭﺩ 
ﺯﻳﺎﺩﻱ ﻛﻨﺘﺮﻝ ﮔﺮﺩﻧﺪ.]01،6[
ﻛﺎﺭﺍﻳﻲ  ﻣﻜﺎﻧﻴﺰﻡ  ﺑﺎﺯﺍﺭ  ﺑﻪ  ﻣﻔﻬﻮﻡ  ﻛﺎﻫﺶ  ﺩﺭ  ﻫﺰﻳﻨﻪ  ﻳﺎ 
ﺍﻓﺰﺍﻳﺶ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﺗﻮﻟﻴﺪ ﻣﻲ ﺗﻮﺍﻧﺪ ﺑﻪ ﻗﻴﻤﺖ ﻫﺰﻳﻨﻪ ﻛﺎﻫﺶ 
ﺩﺭ ﻛﻴﻔﻴﺖ ﺧﺪﻣﺎﺕ ﺍﺯ ﻃﺮﻳﻖ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻛﺎﺭﻛﻨﺎﻥ ﻏﻴﺮﻣﺎﻫﺮ 
ﻭ ﻳﺎ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻓﻀﺎﻱ ﻓﻴﺰﻳﻜﻲ ﻏﻴﺮﻣﻨﺎﺳﺐ ﻭ ﻏﻴﺮﻩ ﺑﺎﺷﺪ.
]92،82،62[ ﺍﺯ ﺁﻧﺠﺎﻳﻲ ﻛﻪ ﺩﺭ ﻣﺮﺍﻛﺰ ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ، ﺁﻧﻬﺎ ﺍﺯ 
ﻧﻈﺮ ﻛﻴﻔﻴﺖ ﻣﺎﻧﻨﺪ ﻣﺮﺍﻛﺰ ﺩﻭﻟﺘﻲ ﺗﺤﺖ ﻧﻈﺎﺭﺕ ﺩﻗﻴﻖ ﻣﺮﻛﺰ 
ﺑﻬﺪﺍﺷﺖ ﺷﻬﺮﺳﺘﺎﻥ ﻗﺮﺍﺭ ﺩﺍﺭﻧﺪ ﻭ ﺣﺪﺍﻗﻞ ﺍﺳﺘﺎﻧﺪﺍﺭﺩ ﻧﻴﺰ ﺑﺮﺍﻱ 
ﺁﻧﻬﺎ ﺗﻌﻴﻴﻦ ﺷﺪﻩ ﺍﺳﺖ، ﻟﺬﺍ ﻛﺎﻫﺶ ﻛﻴﻔﻴﺖ ﺑﻪ ﮔﻮﻧﻪ ﺍﻱ ﻛﻪ ﺩﻟﻴﻞ 
ﺑﻬﺒﻮﺩ ﻛﺎﺭﺍﻳﻲ ﺁﻧﻬﺎ ﺑﺎﺷﺪ، ﻣﻄﺮﺡ ﻧﻴﺴﺖ.
ﻳﺎﻓﺘﻪ ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﺩﺭ ﻗﺎﻟﺐ ﺑﻬﺒﻮﺩ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﻭﺍﺣﺪﻫﺎﻱ 
ﻏﻴﺮﺩﻭﻟﺘﻲ  ﻣﺘﻔﺎﻭﺕ  ﺍﺳﺖ  ﺑﺎ  ﻳﺎﻓﺘﻪ ﻫﺎﻱ  ﺭﻡ  ﻣﻮﻫﺎﻥ  ﻭ  ﺭﻱ 
ﺩﺭﻫﻨﺪ ﻛﻪ ﺁﻧﻬﺎ ﺗﻔﺎﻭﺕ ﻣﻌﻨﻲ ﺩﺍﺭﻱ ﺍﺯ ﻧﻈﺮ ﻛﺎﺭﺍﻳﻲ ﺗﻮﻟﻴﺪ ﺑﻴﻦ 
ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ ﻧﻴﺎﻓﺘﻪ ﺍﻧﺪ.]03[ ﺑﻨﺎﺑﺮﺍﻳﻦ ﻣﻄﺎﺑﻖ 
ﻧﻈﺮ  ﺑﻨﺖ]62[  ﺑﻬﺒﻮﺩ ﻋﻤﻠﻜﺮﺩ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﻳﻚ  ﺍﻣﺮ 
ﻗﻄﻌﻲ ﻧﻴﺴﺖ ﺑﻠﻜﻪ ﺑﻪ ﺑﺴﻴﺎﺭﻱ ﺍﺯ ﺷﺮﺍﻳﻂ ﺩﺍﺧﻠﻲ ﻭ ﺧﺎﺭﺟﻲ 
ﻣﺮﺑﻮﻁ ﺑﻪ ﺳﺎﺯﻣﺎﻥ ﻧﻴﺰ ﺑﺴﺘﮕﻲ ﺩﺍﺭﺩ. ﻭ ﻳﺎ ﻣﻤﻜﻦ ﺍﺳﺖ ﻛﻪ 
ﺑﺨﺶ ﺧﺼﻮﺻﻲ  ﻛﻨﺘﺮﻝ  ﻧﺸﺪﻩ  ﺍﺯ ﻃﺮﻳﻖ ﺳﺮﻣﺎﻳﻪ ﮔﺬﺍﺭﻱ 
ﻏﻴﺮﺿﺮﻭﺭﻱ ﺭﻭﻱ ﺗﻜﻨﻮﻟﻮژﻱ ﮔﺮﺍﻥ ﻗﻴﻤﺖ ﻛﻪ ﺿﺮﻭﺭﺗﻲ ﺑﻪ 
ﻧﻴﺎﺯﻫﺎﻱ ﺍﺳﺎﺳﻲ ﺑﻬﺪﺍﺷﺘﻲ ﺟﻤﻌﻴﺖ ﻧﺪﺍﺭﻧﺪ ﺳﺒﺐ ﺍﻓﺰﺍﻳﺶ 
ﻫﺰﻳﻨﻪ ﻧﻬﺎﻳﻲ ﺧﺪﻣﺎﺕ ﮔﺸﺘﻪ ﺑﺪﻭﻥ ﺍﻳﻨﻜﻪ ﺩﺳﺖ ﺁﻭﺭﺩ ﺧﺎﺻﻲ 
ﺍﺯ ﻟﺤﺎﻅ ﻧﺘﺎﻳﺞ ﻣﻄﻠﻮﺏ ﺑﻬﺪﺍﺷﺘﻲ ﺩﺍﺷﺘﻪ ﺑﺎﺷﺪ ﻣﮕﺮ ﺍﻳﻨﻜﻪ 
ﺗﺤﺖ ﻧﻈﺎﺭﺕ ﺩﻗﻴﻖ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻓﻌﺎﻟﻴﺖ ﻧﻤﺎﻳﻨﺪ.]13[
ﺍﻣﺎ ﻳﺎﻓﺘﻪ ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﺩﺭ ﺭﺍﺑﻄﻪ ﺑﺎ ﺑﻬﺒﻮﺩ ﺩﺭ ﻛﺎﺭﺍﻳﻲ ﺍﺭﺍﺋﻪ 
ﺧﺪﻣﺎﺕ ﺩﺭ ﺑﺨﺶ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺑﺎ 
ﻳﺎﻓﺘﻪ ﻫﺎﻱ ﺗﺤﻘﻴﻘﺎﺕ ﺩﻳﮕﺮﺍﻥ ]43-13،71[ ﻫﻤﺨﻮﺍﻧﻲ ﺩﺍﺷﺘﻪ 
ﺍﺳﺖ.
ﻛﺸﻮﺭﻫﺎﻱ ﺩﺭ ﺣﺎﻝ ﺗﻮﺳﻌﻪ ﺑﻪ ﻭﻳﮋﻩ ﻛﺸﻮﺭﻫﺎﻱ ﺑﺎ ﺩﺭﺁﻣﺪ 
ﭘﺎﻳﻴﻦ ﻭ ﻣﺘﻮﺳﻂ ﻋﻤﺪﺗًﺎ ﻭﺍﺭﺙ ﺳﻴﺴﺘﻢ ﻫﺎﻱ ﺑﻬﺪﺍﺷﺘﻲ ﻭ ﺩﺭﻣﺎﻧﻲ 
ﻣﻲ ﺑﺎﺷﻨﺪ ﻛﻪ ﺑﺎ ﻣﻨﺎﺑﻊ ﺩﻭﻟﺘﻲ ﺗﺄﻣﻴﻦ ﻭ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺖ ﻣﻴﻨﻤﺎﻳﻨﺪ ﻭ 
ﻋﻤﺪﺗًﺎ ﺩﺍﺭﺍﻱ ﻛﺎﺭﺍﻳﻲ ﭘﺎﻳﻴﻦ ﻣﻲ ﺑﺎﺷﻨﺪ. ﺗﻐﻴﻴﺮ ﺍﻳﺪﻩ ﺩﺭ ﺭﺍﺑﻄﻪ ﺑﺎ 
ﻣﺪﻳﺮﻳﺖ ﺑﺨﺶ ﻋﻤﻮﻣﻲ ﻛﻪ ﺑﻪ ﻭﻳﮋﻩ ﺍﺯ ﺗﺌﻮﺭﻱ MPN ﻧﺸﺄﺕ 
ﻣﻲ ﮔﻴﺮﺩ، ﺩﺭ ﺣﺎﻝ ﮔﺴﺘﺮﺵ ﺩﺭ ﺍﻳﻦ ﻛﺸﻮﺭﻫﺎ ﻣﻲ ﺑﺎﺷﺪ. ﻣﻴﻠﺰ 
ﺩﺭ ﺧﺼﻮﺹ ﻣﻘﺘﻀﻲ ﺑﻮﺩﻥ ﻗﺮﺍﺭﺩﺍﺩ ﺑﺮﺍﻱ ﺑﻬﺒﻮﺩ ﻛﺎﺭﺍﻳﻲ ﺍﺭﺍﺋﻪ 
ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺩﻭﻟﺘﻲ )ﺍﻋﻢ ﺍﺯ ﻛﻠﻴﻨﻴﻜﻲ ﻳﺎ ﻏﻴﺮﻛﻠﻴﻨﻴﻜﻲ(، 
ﻣﺪ ﻧﻈﺮ ﻗﺮﺍﺭ ﺩﺍﺩﻥ ﻳﻜﺴﺮﻱ ﺍﺯ ﻓﺎﻛﺘﻮﺭﻫﺎ ﺷﺎﻣﻞ ﻇﺮﻓﻴﺖ ﺑﺨﺶ 
ﺧﺼﻮﺻﻲ ﺩﺭ ﻋﺮﺿﻪ ﺧﺪﻣﺎﺕ، ﻇﺮﻓﻴﺖ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺩﺭ 
ﻃﺮﺍﺣﻲ، ﺍﺟﺮﺍ ﻭ ﭘﺎﻳﺶ ﻗﺮﺍﺭ ﺩﺍﺩ، ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﺧﺪﻣﺎﺕ ﺍﺭﺍﺋﻪ 
ﺷﺪﻩ ﺑﻪ ﻭﺳﻴﻠﻪ ﺑﺨﺶ ﻫﺎﻱ ﺩﻭﻟﺘﻲ، ﻭ ﺗﺎ ﭼﻪ ﺍﻧﺪﺍﺯﻩ ﺑﺨﺶ ﻫﺎﻱ 
ﺩﻭﻟﺘﻲ  ﻗﺎﺑﻞ  ﺗﻐﻴﻴﺮ  ﻣﻲ ﺑﺎﺷﻨﺪ،  ﻭ  ﺟﻨﺒﻪ ﻫﺎﻳﻲ  ﺍﺯ  ﻣﺤﻴﻂ ﻫﺎﻱ 
ﻭﺳﻴﻊ ﺗﺮ ﺍﺟﺘﻤﺎﻋﻲ، ﺍﻗﺘﺼﺎﺩﻱ ﻭ ﺳﻴﺎﺳﻲ ﺭﺍ ﻣﺘﺬﻛﺮ ﺷﺪﻩ ﺍﺳﺖ.
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ﺑﻨﺎﺑﺮﺍﻳﻦ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻳﺎﻓﺘﻪ ﻫﺎﻱ ﺍﻳﻦ ﺗﺤﻘﻴﻖ ﻭ ﺗﻔﺎﻭﺕ ﻓﺎﺣﺶ 
ﻛﺎﺭﺍﻳﻲ ﻣﺮﺍﻛﺰ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺩﺭ ﻣﻘﺎﻳﺴﻪ ﺑﺎ ﻣﺮﺍﻛﺰ ﺩﻭﻟﺘﻲ ﻣﻲ ﺗﻮﺍﻧﺪ 
ﻣﺆﻳﺪ ﺍﻳﻦ ﻧﻜﺘﻪ ﺑﺎﺷﺪ ﻛﻪ ﺷﺮﺍﻳﻂ ﻻﺯﻡ ﺍﺯ ﻧﻈﺮ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻭ 
ﺍﺟﺮﺍﻱ ﺍﺻﻼﺣﺎﺕ ﻣﺒﺘﻨﻲ ﺑﺮ MPN ﻭﺟﻮﺩ ﺩﺍﺷﺘﻪ ﻭ ﺗﺌﻮﺭﻱ 
ﺻﻤﺪ ﺭﻭﺣﺎﻧﻲ ﻭ ﻣﺎﺭﻳﺎ ﺭﻣﻀﺎﻥ ﻧﻴﺎ 
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ﻣﺬﻛﻮﺭ ﺑﺎ ﺗﻮﺟﻪ ﺑﻪ ﻭﻳﮋﮔﻲ ﻫﺎﻱ ﺑﺎﺯﺍﺭ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻴﺎﺕ 
ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺩﺭ ﺍﻳﺮﺍﻥ ﻣﻲ ﺗﻮﺍﻧﺪ ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ ﻣﻔﻴﺪﻱ 
ﺭﺍ ﺣﺎﺻﻞ ﻧﻤﺎﻳﺪ.
ﻫﻤﺎﻥ ﮔﻮﻧﻪ ﺩﺭ ﭘﺮﻭژﻩ ﺁﺫﺭﺑﺎﻳﺠﺎﻥ ﺷﺮﻗﻲ ﺍﺗﻔﺎﻕ ﺍﻓﺘﺎﺩﻩ ﺍﺳﺖ 
ﻭﺍﺣﺪﻫﺎﻱ ﻏﻴﺮﺩﻭﻟﺘﻲ ﺑﻪ ﺻﻮﺭﺕ ﺁﺯﺍﺩ ﻭ ﺭﻫﺎﺷﺪﻩ ﻧﻴﺴﺘﻨﺪ ﺑﻠﻜﻪ 
ﺩﺭ ﻗﺎﻟﺐ ﻗﺮﺍﺭﺩﺍﺩ ﺑﺎ ﺣﻮﺯﻩ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﻣﻠﺰﻡ ﺑﻪ ﺭﻋﺎﻳﺖ 
ﻛﻴﻔﻴﺖ ﺩﺭ ﺑﻜﺎﺭﮔﻴﺮﻱ ﻣﻠﺰﻭﻣﺎﺕ ﺗﻮﻟﻴﺪ ﺍﻋﻢ ﺍﺯ ﻧﻴﺮﻭﻱ ﺍﻧﺴﺎﻧﻲ، 
ﺗﺠﻬﻴﺰﺍﺕ ﻭ ﻣﻮﺍﺩ ﻣﺼﺮﻓﻲ ﻭ ﻓﻀﺎﻱ ﻓﻴﺰﻳﻜﻲ ﻣﻲ ﺑﺎﺷﻨﺪ. ﺿﻤﻦ 
ﺍﻳﻨﻜﻪ ﻓﺮﺁﻳﻨﺪ ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﻭ ﻧﺘﺎﻳﺞ ﺁﻥ ﻣﺎﻧﻨﺪ ﺑﺨﺶ ﺩﻭﻟﺘﻲ 
ﺗﺤﺖ ﻧﻈﺎﺭﺕ ﻣﺴﺘﻘﻴﻢ ﻛﺎﺭﺷﻨﺎﺳﺎﻥ ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﻗﺮﺍﺭ 
ﺩﺍﺷﺘﻪ ﻭ ﺍﺯ ﻧﺰﺩﻳﻚ ﻣﻄﺎﺑﻖ ﻣﻌﻴﺎﺭﻫﺎﻱ ﻣﻮﺟﻮﺩ ﻣﻮﺭﺩ ﺍﺭﺯﺷﻴﺎﺑﻲ 
ﻭ ﻧﻈﺎﺭﺕ ﻗﺮﺍﺭ ﻣﻲ ﮔﻴﺮﻧﺪ. ﺗﺠﺮﺑﻪ ﺁﺫﺭﺑﺎﻳﺠﺎﻥ ﺷﺮﻗﻲ ﺩﺭ ﻭﺍﻗﻊ 
ﺭﻫﺎ ﺳﺎﺯﻱ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺑﻪ ﺑﺨﺶ ﺧﺼﻮﺻﻲ 
ﻛﺎﻣﻞ ﻧﺒﻮﺩﻩ ﺑﻠﻜﻪ ﺑﻪ ﺗﻌﺒﻴﺮ ﻣﻨﻄﻘﻲ ﺗﺮ ﺑﻜﺎﺭﮔﻴﺮﻱ  ﭘﺘﺎﻧﺴﻴﻞ 
ﻣﻮﺟﻮﺩ ﺩﺭ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺩﺭ ﺭﺍﺳﺘﺎﻱ ﺳﻴﺎﺳﺖ ﻣﻠﻲ ﺑﺨﺶ 
ﺑﻬﺪﺍﺷﺖ ﺑﺎ ﻛﺎﺭﺍﻳﻲ ﻣﻀﺎﻋﻒ ﻣﻲ ﺑﺎﺷﺪ. ﻫﻤﺎﻥ ﮔﻮﻧﻪ ﻛﻪ ﺍﺛﺒﺎﺕ 
ﺷﺪ ﺩﻭﻟﺖ ﻣﻮﻓﻖ ﺷﺪ ﻛﻪ ﺧﺪﻣﺎﺕ ﻣﻌﻴﻦ ﻭ ﺗﻌﺮﻳﻒ ﺷﺪﻩ ﺍﻱ 
ﺭﺍ ﺗﻘﺮﻳﺒًﺎ ﺳﻪ ﺑﺮﺍﺑﺮ ﺍﺭﺯﺍﻥ ﺗﺮ ﺍﺯ ﺁﻧﭽﻪ ﺧﻮﺩ ﺗﻮﻟﻴﺪ ﻣﻲ ﻛﻨﺪ ﺍﺯ 
ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﺗﻬﻴﻪ ﻧﻤﺎﻳﺪﻭ ﺧﻮﺩ ﻧﻈﺎﺭﻩ ﮔﺮ ﻛﻴﻔﻴﺖ ﻭ ﻧﺤﻮﻩ 
ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﻧﻴﺰ ﺑﺎﺷﺪ. ﺍﻳﻦ ﻫﻤﺎﻥ ﭼﻴﺰﻱ ﺍﺳﺖ ﻛﻪ ﺗﺌﻮﺭﻱ 
ﻣﺪﻳﺮﻳﺖ  ﻧﻮﻳﻦ  ﺩﻭﻟﺘﻲ  ﺍﺩﻋﺎﻱ  ﭼﻨﻴﻦ ﺷﻜﻮﻓﺎﻳﻲ  ﺭﺍ  ﻣﻄﺮﺡ 
ﻣﻲ ﻧﻤﺎﻳﺪ.]22،01[ ﻭ ﻋﻤًﻼ ﻧﻴﺰ ﺩﺭ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ ﻛﺸﻮﺭ 
ﻣﺎ ﻧﻴﺰ ﺑﻪ ﻧﺘﻴﺠﻪ ﺭﺳﻴﺪﻩ ﺍﺳﺖ. ﺩﻭﻟﺖ ﺑﺎ ﺩﺭ ﺍﺧﺘﻴﺎﺭ ﮔﺮﻓﺘﻦ 
ﺳﻴﺎﺳﺖ ﮔﺰﺍﺭﻱ ﺑﺨﺶ ﺳﻼﻣﺖ ﻭ ﻧﻈﺎﺭﺕ ﺑﺮ ﻭﺍﺣﺪﻫﺎﻱ ﺍﺭﺍﺋﻪ 
ﺧﺪﻣﺎﺕ ﻧﻪ ﺗﻨﻬﺎ ﻣﻲ ﺗﻮﺍﻧﺪ ﺿﻌﻒ ﺫﺍﺗﻲ ﺧﻮﺩ ﻛﻪ ﻋﺪﻡ ﻛﺎﺭﺍﻳﻲ 
ﻭ ﺑﻬﺮﻩ ﻭﺭﻱ ﺩﺭ ﺗﻮﻟﻴﺪ ﺧﺪﻣﺎﺕ ﻣﻲ ﺑﺎﺷﺪ ﺭﺍ ﺟﺒﺮﺍﻥ ﻧﻤﺎﻳﺪ ﺑﻠﻜﻪ 
ﺍﺯ ﺍﻳﻦ ﻃﺮﻳﻖ ﻣﻲ ﺗﻮﺍﻧﺪ ﺍﺯ ﭘﺘﺎﻧﺴﻴﻞ ﻫﺎﻱ ﺑﺨﺶ ﺧﺼﻮﺻﻲ ﻛﻪ 
ﺑﻴﺶ  ﺍﺯ 05 ﺩﺭﺻﺪ ﻛﻞ  ﻣﻨﺎﺑﻊ ﺑﺨﺶ  ﺑﻬﺪﺍﺷﺖ ﻛﺸﻮﺭﻣﺎﻥ 
ﻣﻲ ﺑﺎﺷﺪ ﺭﺍ ﺩﺭ ﺟﻬﺖ ﺳﻴﺎﺳﺖ ﻫﺎﻱ ﻣﻠﻲ ﺑﻬﺮﻩ ﺟﺴﺘﻪ ﻭ ﻫﻢ 
ﻣﻮﺟﺒﺎﺕ  ﻧﻈﺎﺭﺕ  ﻣﺴﺘﻘﻴﻢ  ﻭ  ﻋﻤﻠﻲ  ﺑﺮ  ﻛﻤﻴﺖ  ﻭ  ﻛﻴﻔﻴﺖ 
ﻓﻌﺎﻟﻴﺖ ﺁﻧﻬﺎ ﺭﺍ ﻧﻴﺰ ﻓﺮﺍﻫﻢ ﻧﻤﺎﻳﺪ. ﻣﻮﺿﻮﻋﻲ ﻛﻪ ﻋﻠﻲ ﺭﻏﻢ 
ﺭﺳﺎﻟﺖ ﻭﺯﺍﺭﺕ ﺑﻬﺪﺍﺷﺖ، ﺩﺭﻣﺎﻥ ﻭ ﺁﻣﻮﺯﺱ ﭘﺰﺷﻜﻲ ﺑﻪ ﻳﻚ 
ﺍﻣﺮ ﻧﻈﺮﻱ ﺻﺮﻑ ﺗﺒﺪﻳﻞ ﺷﺪﻩ ﻭ ﻋﻤًﻼ ﻫﻴﭻ ﮔﻮﻧﻪ ﻧﻈﺎﺭﺕ 
ﻣﺆﺛﺮﻱ ﺑﺮ ﻛﻤﻴﺖ ﻭ ﻛﻴﻔﻴﺖ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺑﺨﺶ ﺧﺼﻮﺻﻲ 
ﺍﺭﺍﺋﻪ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺩﺭ ﻛﺸﻮﺭ ﻭﺟﻮﺩ ﻧﺪﺍﺭﺩ.
ﺩﺭ ﺷﺮﺍﻳﻄﻲ ﻛﻪ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﺳﻴﺴﺘﻢ ﺑﻬﺪﺍﺷﺖ ﻭ ﺩﺭﻣﺎﻥ 
ﻛﺸﻮﺭ ﺍﻳﺮﺍﻥ ﺑﻪ ﺩﻟﻴﻞ ﻛﻤﺒﻮﺩ ﺷﺪﻳﺪ ﻣﻨﺎﺑﻊ ﺩﺭ ﺗﺄﻣﻴﻦ ﺧﺪﻣﺎﺕ 
ﺟﺎﻣﻊ ﺑﻬﺪﺍﺷﺘﻲ ﺑﻪ ﻋﻨﻮﺍﻥ ﻳﻚ ﺣﻖ ﻣﺴﻠﻢ ﻣﺮﺩﻡ ﺩﭼﺎﺭ ﻣﺸﻜﻞ 
ﺩﺭ ﻭﻇﻴﻔﻪ ﻧﻈﺎﺭﺗﻲ ﺧﻮﺩ ﺑﺮﺍﻱ ﻓﻌﺎﻟﻴﺖ ﻫﺎﻱ ﺑﺨﺶ ﺧﺼﻮﺻﻲ 
ﻣﻲ ﺑﺎﺷﺪ، ﭼﻨﻴﻦ ﻫﻤﻜﺎﺭﻱ ﺑﻴﻦ ﺑﺨﺶ ﺩﻭﻟﺘﻲ ﻭ ﺧﺼﻮﺻﻲ 
ﻗﻄﻌًﺎ ﺑﺎﻳﺪ ﺑﻪ ﻋﻨﻮﺍﻥ ﺩﺳﺘﺎﻭﺭﺩﻱ ﺑﺰﺭگ ﺗﻠﻘﻲ ﺷﺪﻩ ﻭ ﮔﺎﻣﻲ 
ﻣﺆﺛﺮ ﺩﺭ ﺟﻬﺖ ﺑﻬﺮﻩ ﻭﺭﻱ ﻣﻄﻠﻮﺏ ﺗﺮ ﺍﺯ ﺁﻧﭽﻪ ﻛﻪ ﺑﻪ ﻃﻮﺭ 
ﺑﺎﻟﻘﻮﻩ ﻭ ﺑﺎﻟﻔﻌﻞ ﻣﻲ ﺗﻮﺍﻧﻨﺪ ﺑﻪ ﻋﻨﻮﺍﻥ ﻣﻨﺎﺑﻊ ﺑﺨﺶ ﺑﻬﺪﺍﺷﺖ 
ﺗﻠﻘﻲ ﮔﺮﺩﻧﺪ، ﺑﺮﺷﻤﺮﺩﻩ ﺷﻮﺩ ﻭ ﺍﺯ ﭼﻨﻴﻦ ﺗﺠﺮﺑﻪ ﺍﻱ ﻧﻬﺎﻳﺖ 
ﺑﻬﺮﻩ ﺑﺮﺩﺍﺭﻱ  ﺑﻪ  ﻋﻤﻞ  ﺁﻳﺪ.  ﺍﻳﻦ  ﻧﻜﺘﻪ  ﺑﻴﺸﺘﺮ  ﺣﺎﺋﺰ  ﺍﻫﻤﻴﺖ 
ﻣﻲ ﺑﺎﺷﺪ ﻛﻪ ﻃﻲ ﺳﺎﻟﻴﺎﻥ ﺍﺧﻴﺮ ﺩﺭ ﻗﺎﻟﺐ ﺍﺻﻼﺣﺎﺕ ﺍﻧﺠﺎﻡ 
ﺷﺪﻩ ﺩﺭ ﺳﻴﺴﺘﻢ ﺧﺪﻣﺎﺕ ﺑﻬﺪﺍﺷﺘﻲ ﺍﻭﻟﻴﻪ ﻧﻮﺍﺣﻲ ﺭﻭﺳﺘﺎﻳﻲ 
ﻛﺸﻮﺭ ﺗﺤﺖ ﻋﻨﻮﺍﻥ ﭘﺰﺷﻚ ﺧﺎﻧﻮﺍﺩﻩ ﻭ ﺑﻴﻤﻪ ﺭﻭﺳﺘﺎﻳﻲ ﺷﺎﻫﺪ 
ﺗﻮﺳﻌﻪ ﺑﺨﺶ ﻋﻈﻴﻤﻲ ﺍﺯ ﺧﺪﻣﺎﺕ ﺑﺮ ﻣﺒﻨﺎﻱ ﻗﺮﺍﺭﺩﺍﺩ ﺑﺎ ﺑﺨﺶ 
ﻏﻴﺮﺩﻭﻟﺘﻲ ﺑﻮﺩﻩ ﺍﻳﻢ. ﺍﮔﺮﭼﻪ ﺗﻨﻈﻴﻢ ﻗﺮﺍﺭﺩﺍﺩ ﻣﻲ ﺗﻮﺍﻧﺪ ﺑﻪ ﻋﻨﻮﺍﻥ 
ﻳﻚ ﺭﺍﻫﻜﺎﺭ ﺩﺭ ﺟﻬﺖ ﺍﻓﺰﺍﻳﺶ ﻛﺎﺭﺍﻳﻲ ﻣﻄﺮﺡ ﺑﺎﺷﺪ ﻭﻟﻲ ﺑﻪ 
ﻫﻴﭻ ﻋﻨﻮﺍﻥ ﻫﺮ ﻗﺮﺍﺭﺩﺍﺩﻱ ﺗﻀﻤﻴﻦ ﻛﻨﻨﺪﻩ ﺑﻬﺒﻮﺩﻱ ﺩﺭ ﻭﺿﻌﻴﺖ 
ﻣﻮﺟﻮﺩ ﻧﻤﻲ ﺑﺎﺷﺪ ﻭ ﻻﺯﻡ ﺍﺳﺖ ﺩﻗﻴﻘًﺎ ﺩﺭ ﺍﺟﺮﺍﻱ ﻗﺮﺍﺭﺩﺍﺩ ﺑﻪ 
ﺍﻫﺪﺍﻑ ﻣﻮﺭﺩ ﻧﻈﺮ ﻛﻪ ﻋﻤﺪﺗًﺎ ﭼﻨﺪ ﺟﺎﻧﺒﻪ ﻣﻲ ﺑﺎﺷﻨﺪ ﭘﺮﺩﺍﺧﺘﻪ 
ﺷﻮﺩ.]73،63[  ﻛﻪ  ﺑﻪ  ﻧﻈﺮ  ﻣﻲ ﺭﺳﺪ  ﺩﺭ  ﭘﺮﻭژﻩ  ﺁﺫﺭﺑﺎﻳﺠﺎﻥ 
ﺷﺮﻗﻲ ﺑﻪ ﻃﻮﺭ ﻣﻮﻓﻘﻴﺖ ﺁﻣﻴﺰﻱ ﺩﺭ ﺍﻳﻦ ﺯﻣﻴﻨﻪ ﺩﻗﺖ ﻻﺯﻡ ﺷﺪﻩ 
ﺍﺳﺖ ﻭ ﺗﻮﺻﻴﻪ ﻣﻲ ﮔﺮﺩﺩ ﺩﺭ ﺳﺎﻳﺮ ﻧﻘﺎﻁ ﻭ ﺑﺨﺶ ﻫﺎﻱ ﻛﺸﻮﺭ 
ﺑﻪ ﻧﻜﺎﺕ ﻣﻬﻢ ﻣﻮﺟﻮﺩ ﺩﺭ ﺍﻳﻦ ﺗﺠﺮﺑﻪ ﻭ ﺩﺳﺘﺎﻭﺭﺩﻫﺎﻱ ﺁﻥ ﺩﻗﺖ 
ﻭ ﺗﻮﺟﻪ ﻻﺯﻡ ﺭﺍ ﻣﺒﺬﻭﻝ ﻧﻤﻮﺩﻩ ﻭ ﺍﺯ ﺁﻥ ﺑﻬﺮﻩ ﺑﺮﺩﺍﺭﻱ ﻧﻤﺎﻳﻨﺪ.
ﺳﭙﺎﺳﮕﺰﺍﺭﻱ: ﺍﻳﻨﺠﺎﻧﺐ ﻻﺯﻡ ﻣﻲ ﺩﺍﻧﻢ ﺗﺎ ﺍﺯ ﻣﺠﻤﻮﻋﻪ ﻛﺎﺭﻛﻨﺎﻥ 
ﻣﺮﻛﺰ  ﺗﻮﺳﻌﻪ  ﻣﺪﻳﺮﻳﺖ  ﻭ  ﺑﺮﻧﺎﻣﻪ ﺭﻳﺰﻱ  ﺑﻬﺪﺍﺷﺘﻲ  ﻭ ﺣﻮﺯﻩ 
ﻣﻌﺎﻭﻧﺖ ﺑﻬﺪﺍﺷﺘﻲ ﺩﺍﻧﺸﮕﺎﻩ ﻋﻠﻮﻡ ﭘﺰﺷﻜﻲ ﺗﺒﺮﻳﺰ ﻭ ﭘﺮﺳﻨﻞ 
ﻣﺮﺍﻛﺰ ﻣﻮﺭﺩ ﻣﻄﺎﻟﻌﻪ ﻛﻪ ﺩﺭ ﻣﺮﺍﺣﻞ ﻣﺨﺘﻠﻒ ﺗﺤﻘﻴﻖ ﺑﺎ ﺍﻳﻨﺠﺎﻧﺐ 
ﻫﻤﻜﺎﺭﻱ ﺩﺍﺷﺘﻪ ﻭ ﺍﻣﻜﺎﻧﺎﺕ ﻭ ﺗﺴﻬﻴﻼﺕ ﺩﺭ ﺍﺧﺘﻴﺎﺭ ﺍﻳﻨﺠﺎﻧﺐ 
ﻗﺮﺍﺭ ﺩﺍﺩﻩ ﺍﻧﺪ ﻧﻬﺎﻳﺖ ﺗﻘﺪﻳﺮ ﻭ ﺗﺸﻜﺮ ﺭﺍ ﺑﻪ ﻋﻤﻞ ﺁﻭﺭﻡ.
ﻧﻈﺮﻳﻪ ﻱ ﻣﺪﻳﺮﻳﺖ ﻧﻮﻳﻦ ﺩﻭﻟﺘﻲ ﻭ ﻧﻘﺶ ﺁﻥ ﺩﺭ …
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The New Public Management Theory on Efficiency of
Health Services Delivery in Iran; 2004-2006
Rouhani S.1 / Ramezannia M.2 
Abstract 
Introduction: The pattern of health services delivery across the world changes from a spectrum of 
pure public to pure private sector. The failure of pure private sector, as well as pure public sector, 
brought experts to recommend alternative approaches such as New Public Management theory as a 
third-way. This article was aimed to present the results of reform in East Azerbaijan Province on the 
delivery of Primary Health Care: the established of some non-public primary health centres for the 
first time in the country. 
Methods: In this quasi-experimental study, all non-public health centres were compared with a 
similar group of public health centres in the same region.
Results: This study showed that the use of non-public sector based on contract with public sector 
has changed the efficiency of primary health care delivery so that the health authority in the region 
was successful to reduce government expenditure to one-third through buying the services from the 
non-public sector compared with the delivery of services by its own health facilities. Given the cur-
rent situation of Iran’s health care sector, particularly the reform called Rural Health Insurance and 
Family Medicine, the use of such successful achievements recommend.
Conclusion: Non- governmental sector contracted foe public sector; compared with similar units 
in governmental sector, could provide a health service package with using less resources and more 
productivity; under government supervision. Considering pure private sector failure in providing 
health services; and failure public sector to supply healthcares; we suggest involvement private sec-
tor as a third party in healthcare market to improve better use of scarce heath resources for national 
heath expansion. 
Keywords: New Public Management, Efﬁciency, Health Care Delivery
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